SCOTTISH HOME AND HEALTH DEPARTMENT 



SCOTTISH HEALTH SERVICES COUNCIL 



Administrative Practice 
of Hospital Boards 
in Scotland 

REPORT BY A COMMITTEE 
OF THE SCOTTISH HEALTH SERVICES 
COUNCIL 



/ > 




EDINBURGH 

HER MAJESTY’S STATIONERY OFFICE 
1966 



Printed image digitised by the University of Southampton Library Digitisation Unit 



MEMBERS OF THE COMMITTEE 



W. M. Farquharson-Lang, Esq., m.a., Chairman 

Sir Arthur Duncan 

T. D. Hunter, Esq., m.a., ll.b. 

R. M. McKenzie, Esq., M.C., m.a. 

J. C. G. Mercer, Esq., m.b., ch.b., d.c.h. 

*A. M. Watson, Esq. 

J. H. Wright, Esq., c.b.e., m.d., j.p., f.r.c.p., glas., ed. and lond. 
A. A. Hughes, Esq., Assessor 
T. H. McLean, Esq., Secretary 

*Mr Watson died in February, 1965. 



2 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Contents 



Introduction 

Interpretation of Terms of Reference 

The Problem of Assessing Efficiency of Administrative Practice 
The Attitude of Hospital Authorities to Administrative Practice 
The Form of the Report . 

I. The Organisational Background .... 
The Functions of Regional Hospital Boards 

The Functions of Boards of Management .... 
The Appointment of Chairmen and Members of Boards of 
Management 

II. The Implications of Voluntary Membership of Boards 

FOR Administrative Practice and for Delegation of 

Responsibilities to Officers 

The Availability and Suitability of Members 

The Various Roles of the Voluntary Board 

The Contribution of the Board; Relationships with Officers . 

The Setting of Objectives 

The Delegation of Responsibilities to Officers 

The Visiting Functions of Members 

The Size of Membership of Boards 

Medical Membership 

Dual Membership 

III. The Committee Structure and Certain Aspects of Practice 

at Boards of Management 

Membership of Committees 

Meetings of Committees 

Time spent by Members on their Duties .... 
An Analysis of Committee Structure (Number and Size; 

Functions; House Committees) ..... 
The Delegation of Powers to Committees .... 
The Location of the Boardroom and Group Offices 
Communications with the Press and Public 
The Handling of Complaints and Suggestions from Patients . 

IV. The Committee Structure and Certain Aspects of Practice 

at Regional Hospital Boards 

Some Preliminary Comments and General Factors : The Size of 

the Western Region 

An Analysis of Committee Structure (Nature and number, 

membership, meetings, etc.) 

The Delegation of Powers to Committees .... 
Public Relations 



3 

Printed image digitised by the University of Southampton Library Digitisation Unit 



Paragraphs 
1 - 16 

7-8 
9-12 
13 - 15 
16 

17 - 34 
22 - 27 
28 - 30 

31 - 34 



35 - 84 
37 - 41 
42 - 44 
45 - 57 
51 - 56 
58 - 73 
74 - 76 
77 - 80 
81 - 82 
83 - 84 



85 - 147 
93 - 94 
95 - 99 
100 - 102 

103 - 126 
129 - 134 
135 - 136 
138 - 142 
143 - 147 



148 - 193 

148 - 157 

158 - 183 
185 - 186 
187 - 193 



V. Certain General Aspects of Administrative Practice . 
The Allocation of Responsibilities between Principal Officers 

supported by a Medical Advisory Service; the Need for a 

Chief Executive 

The Provision of Advice on Medical Matters to Hospital 

Boards 

The Co-ordination of the Work of Boards and Committees . 
Research into Administrative Practice and the Need for 
Reviews ......... 

The Provision of Operational Data ..... 

The Implications of our Recommendations for Management 
Training ......... 

Relationships and Communications between Board of Manage- 
ment, Regional Hospital Board and Department 
The Size and Constitution of Hospital Groups 
Co-operation with Local Health Authorities and Executive 
Councils 

VI. Relations Between the Hospital Service and the 

Universities 

The Statutory Background 

The Fields in which Consultation and Joint Action are 
necessary. . . . . . 

"The Evidence Received . 

Our Views on Relationships 

VII. General Conclusions and Summary of Recommendations 

General Conclusions 

Summary of Recommendations ...... 

APPENDICES 

I. Persons and Organisations giving Evidence 

II. Tables showing Size, Distribution etc., of Boards of Manage- 

ment ......... 

lU. Summary of Certain Information obtained during Research 
Studies into Delegation of Authority .... 

IV. Tables on Committee Structure of Boards of Management . 

V. Tables on Membership of Committees, Frequency of Meetings 

and Time Spent Monthly by Members, for Regional 
Hospital Boards 



4 



Paragraphs 

194 - 291 



194 - 232 

233 - 248 
249 - 251 

252 - 253 
254 - 256 

257 - 259 

260 - 274 
275 - 278 

279 - 291 



292 - 313 
292 - 296 

297 

298 - 302 
303 - 313 

314 - 320 
314 - 319 
320 



Pages 

101 



103 



104 

106 



108 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Introduction 



1. At their meeting held on 31st October, 1962, the Scottish Health Services 
Council appointed us as a Committee with the following terms of reference: 

“To study the administrative practice of hospital boards, including the 
allocation of business to committees and the delegation of responsibilities 
to officers ; and to consider whether, talcing account of the practice in other 
fields, any changes are desirable.” 

2. We held our first meeting on 31st January, 1963, and in all we have held 
twenty meetings. In March, 1963, we invited all Scottish Regional Hospital 
Boards and Boards of Management to provide detailed written evidence to us, 
and by 30th June of that year 5 1 out of the 82 Boards of Management had done 
so, as well as all Regional Boards. The evidence of 15 Boards had to be excluded 
from our examination because it arrived too late and the majority of the remain- 
ing 16 Boards that did not submit evidence were in the three smaller regions and 
consisted mainly of small groups with part-time chief officers. The following 
table shows the distribution of the 51 groups examined by type and region: 



Table Showing Distribution Of Groups Examined By Type And Region 

{Figures in brackets indicate total number of groups in each category) 



Region 


Type of Group 


With Major Teaching* 
Responsibilities 


General 


Mental 


All types 


Western 


7(7) 


10 (19) 


7(11) 


24 (37) 


South-Eastern . 


2(2) 


6(8) 


5(5) 


13 (15) 


North-Eastern . 


2(2) 


5(8) 


1(1) 


8(12) 


Eastern 


1(1) 


2(3) 


-(3) 


3(7) 


Northern . 


-(-) 


2(10) 


1(1) 


3(11) 


All Regions 


12 (12) 


25 (48) 


14 (21) 


51 (82) 



* The classification is that used by the Administrative and Clerical Staffs Whitley Council for the purpose of 
salaries of certain designated officers. 



This is not a truly representative sample as it includes all groups with major 
teaching responsibilities, but only half of the general hospital groups and two- 
thirds of the mental hospital groups in Scotland. This should be borne in mind 
in making comparisons between the different types of groups in the tables 
included in the Appendices to the report. It was thought desirable to include 
complete figures for groups with major teaching responsibilities since the total 
number is so small and since they form an important part of the hospital service. 

3. Evidence was taken from outside bodies with an interest in the hospital 
service, from the Universities and from certain individuals. A list of the organi- 
sations and individuals who submitted written and oral evidence is given at 
Appendix I. We recognise that the preparation of the written evidence by 
hospital authorities has placed a considerable burden both on members and 
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ofiScers and we should like to place on record our appreciation for their willing 
assistance. We should also like to express our gratitude for the help which we 
received at every stage of our investigation from everyone submitting evidence. 

4. In order to supplement this evidence, we commissioned certain studies by 
Mr W. J. A. Scott, Chief Work Study Officer of the Scottish Home and Health 
Department. These studies were designed to provide information on the manner 
in which responsibiUties are allocated as between the Board of Management, 
its Committees and its officers, and were later extended to include some investi- 
gation into the impact of the practice of a Regional Hospital Board on that of 
Boards of Management. The resulting information proved most useful and 
information not already included in the main part of the report is contained in 
Appendix III. We also had the benefit of certain enquiries carried out by one 
of our members, Mr R. M. McKenzie of Edinburgh University, which provided 
us with some valuable additional information. We are grateful to Mr McKenzie 
and Mr Scott — and to the University of Edinburgh and to the Scottish Home 
and Health Department respectively — for their assistance. We should like also 
to express our appreciation to the selected hospital authorities who subjected 
themselves to critical examination during the studies with the utmost willingness 
and co-operation. 

5. We deeply regret to record the death of one of our members, Mr A. M. 
Watson, (Administrative Director, J. & P. Coats Limited) on 9th February, 1965. 
His knowledge of and wise counsel on business administration contributed 
greatly to our deliberations. 

6. We wish to express our great appreciation of the service of our Secretary, 
Mr T. H. McLean. His meticulous skill in the preparation of material for the 
Committee and his knowledge of the workings of the National Health Service 
have helped us at every stage of our proceedings. We are also indebted to him 
for the clarity with which he has drafted our Report. We would like to record 
our thanks to Mr M. B. Caswell, Mr A. J. B. Rowe and Miss M. M. Brown for 
their valuable assistance to the Committee. 



Interpretation of Terms of Reference 

7. We interpreted our terms of reference as applying broadly to the higher level 
of management within the hospital service, i.e. to the boards, their committees 
and to their relations with their chief officers. Our report is, therefore, a “horiz- 
ontal” study of the top layer of organisation, but it is supported by a limited 
“vertical” probe below these levels in the course of the research study into the 
delegation of responsibilities to committees and officers. We regarded the present 
statutory framework as generally constituting the outward limit of our study. 

8. Our terms of reference required us to take account of practice in other 
fields outside the hospital service. While we found it possible to make some 
comparisons in particular contexts of administrative practice, we were unable 
to establish any suitable general analogues. Comparisons with manufacturing 
industry did not seem appropriate, since there is no end-product in the hospital 
service. Nor did comparisons with organisations providing services in the 
commercial world seem to us practicable, since the hospital service generally 
provides a more complex range of services and since the main service provided 
to the patient, i.e. his treatment, seems to have no precise parallel in other 
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spheres. Once the patient has committed himself to the care of the consultant 
it is entirely for the latter to determine the nature and extent of treatment. This 
special relationship and the type of contractual relationship between the con- 
sultant and the hospital service naturally are major influencing factors in the 
working of the organisation and consequently affect also the practice of boards 
and their committees. We concluded that these considerations and the com- 
plexity of the organisation prevented any precise comparisons, but we have 
drawn upon experience in other flelds where it seemed appropriate. 

The Problem of assessing Efficiency of Administrative Practice 

9. At an early stage in out dehberations we also concluded that we could not 
establish any speciflc, absolute criteria for efficiency of administrative practice 
of boards, coirunittees and their chief officers. Nor did we discover methods of 
assessment in any other flelds that might be applied to the hospital service. 
Although appreciable progress has been made in the application of particular 
management techniques, such as work study, within the internal organisation of 
the hospital service and although it has been possible to evolve standards of 
measurement for particular activities, no methods of making a comprehensive 
assessment of the service provided to the patient have been established which 
could be used for testing the success of overall management. 

10. In the absence of any absolute criteria, we attempted through a research 
study to make comparisons of relative efficiency of practice, by examining how 
a particular function of management, within fairly well-deflned limits, had been 
carried out — with varying degrees of success — at two different hospital groups. 
The object was to ascertain to what extent administrative practice within each 
group had been a contributory factor to the degree of success achieved in this 
activity. Even this exercise involved at the outset a broad subjective assessment 
as to the success with which both Boards had carried out this function. Although 
much useful information came to light, the object was not achieved since too 
many extraneous factors had affected the carrying out of the function. We did 
not repeat the experiment as it did not seem possible to isolate any particular 
activity which would not be similarly affected to such an extent as to invalidate 
the results. One of the main obstacles was, of course, the very real difficulty of 
distinguishing between efficiency accruing from the abilities of particular 
individuals (whether they are chairmen, members or chief officers) and from the 
organisational structure within which they are exercising such abilities. 

1 1 . Since neither absolute nor comparative criteria were available, we decided 
that we must proceed on the basis of subjective judgement, supported by the 
experience of hospital authorities and other bodies through their written and 
oral evidence, and in the light of what knowledge we had of practice both within 
and outwith the hospital service. The research studies were invaluable in helping 
us to reach conclusions on some matters on which speciflc evidence was not 
readily available. For the rest, we have expressed views based on a common- 
sense and empirical approach. In adopting this approach we were comforted 
by the knowledge that similar difficulties arise in assessing efficiency at board 
and chief executive level in industry and elsewhere — apart from the ultimate 
measurements in terms of the economic success of the enterprise for which there 
is no parallel in the hospital service. 

12. While, with the time and resources available, we were able to carry out 
only a limited amount of research, we think that further research into adminis- 
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trative practice within the service would be beneficial. Such research would, 
however, be fruitful only if it had a sound practical basis and were directed 
towards particular aspects of management. We hope that this report will 
stimulate ideas on the ways in which such research might be developed. But it is 
with the hospital authorities and their chief officers that much of the initiative 
for developing studies must lie; the central Department can help by co-ordin- 
ating research resources and by initiating some studies itself. We refer further to 
this subject in Part V of the report. 

The Attitude of Hospital Authorities to Administrative Practice 

13. In terms of experience the service is, relatively, still in its youth, and the 
scope for development in this field should offer an exciting challenge to author- 
ities and their senior administrators. We were, therefore, somewhat concerned 
to find, both from written and oral evidence, that so many were content with 
their existing arrangements, even though they had not modified them since the 
inception of the service. Nevertheless there were some who had clearly been 
giving much thought to practice and a number who had been stimulated to 
critical self-examination as a result of our enquiries. 

14. Again, others, while conscious of the need for improvements in practice, 
were evidently looking to some external source, such as this Committee, to 
provide solutions to their more difficult administrative problems. We are sure 
that, on reflection, they must realise that no external advisory body can do this, 
having regard to the infinite range and nature of the problems, and that the 
Committee’s recommendations must be confined primarily to matters of 
principle and of general application. Each authority must ultimately determine 
its own practice not only on the basis of any general advice available to it but 
also on its own knowledge of its own special circumstances. 

15. We should, therefore, like to emphasise that, in order to keep our task 
within reasonable bounds, we had to restrict the review to these matters of 
general principle which were calling most urgently for examination. In doing 
this, we recognised that some part of our report might be criticised for simply 
restating certain elementary principles of management common to all forms of 
administration. Nevertheless the Report would, in our view, be incomplete if 
it did not deal with the simple, as well as the more complex, problems of practice 
which have affected the administration of the service. We must also emphasise 
that administration is inevitably in a constant state of flux and that our recom- 
mendations relate to the particular point in time when our enquiry took place. 
While they should assist hospital authorities to some degree, the ultimate success 
of their own administrative practice must depend on their willingness to examine 
critically their own arrangements at regular intervals and to modify them to 
take account of the changing needs. The main burden of this task must inevitably 
rest with the officers responsible within the service for senior management. 

The Form of the Report 

16. We have divided our report into seven parts. The first of these describes 
the organisational background; the second points to the imphcations of vol- 
untary membership of boards for administrative practice and for delegation of 
responsibilities to officers. The third reviews the committee structure and certain 
aspects of administrative practice at Boards of Management; the fourth the 
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somewhat different arrangements at Regional Hospital Boards. Part V is devoted 
to certain general aspects of administrative practice affecting both category of 
boards or the service as a whole, and Part VI to the relations between the hospital 
service and the Universities. Part VII contains our general conclusions and a 
summary of our recommendations. Throughont our enquiry we have been very 
conscious of the need for a sense of unity and of closely integrated working 
relationships between the various sectors of the service, and we should like to 
point out that the schematic division of the report should not be taken as imply- 
ing that we favour any rigid or unchanging division between the function of 
different categories of authorities, or between the different aspects of administra- 
tive practice discussed. 



I. The Organisational Background 

17. Under the National Health Service (Scotland) Act 1947, the Secreta^ 
of State is responsible for the provision of the hospital and specialist services in 
Scotland. (') Five Regional Hospital Boards were constituted by him under 
Section 1 1 of the Act to administer such services as his agents, subject to any 
regulations made or directions by him.<^> The populations vary from almost 
three million in the Western Region to just under 200,000 in the Northern 
Region and the number of hospital groups within each Region varies from 37 in 
the Western Region to 7 in the Eastern Region. The Chairman and members of 
each Board are appointed by the Secretary of State after consultation with 
specified organisations 0) and such other organisations or persons as the Secretary 
of State may think fit to consult. While 10 years ago a Regional Board varied 
from 30 members in the West to 17 in the North, membership was subsequently 
reduced and is at present 24 in the West, 18 in the South-East and 15 at the other 
three Boards. 

18. Under Section 11 of the Act, Regional Boards were required to submit 
to the Secretary of State schemes for the appointment by them of Boards of 
Management; under section 12 they also had to submit “schemes for the exercise 
on their behalf by Boards of Management of hospitals or groups of hospitals 
within their area of functions relating to the control and management of those 
hospitals or groups of hospitals”. Once these schemes had been approved, after 
modification if necessary, by the Secretary of State, Boards of Management had 
the duty “to control and manage that hospital or group of hospitals of the 
Regional Hospital Board . . . .”. 

19. Although Regional Boards were established as agents to the Secretary 
of State, and Boards of Management as agents to Regional Hospital Boards, 
both types of Board are corporate bodies and have the legal status of principals, 
i.e. “to enforce any rights acquired, and shall be liable in respect of any liabilities 
incurred . . . Accordingly, all proceedings for the enforcement of such 
rights or liabilities ate to be brought by or against the Regional Hospital Board 
or Board of Management, as the case may be, in their own name. 

20. The other main statutory provision affecting the administrative structure 
is Section 11 (3) of the Act wMch requires the Secretary of State to set up for 

(1) Section 3 of the National Health Service (Scotiand) Act, 1947. 

(2) Section 12 of the Act. 

(3) Part I of the Fourth Schedule to the Act. 

(4; Section 13 of the Act. 
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the area of each Regional Hospital Board a Medical Education Committee for 
the purpose of advising that Board on the administration of the hospital and 
specialist services in the area so far as relating to the provision of facilities for 
undergraduate or post-graduate clinical teaching or for research. In determining 
the boundaries of regions the Secretary of State was required to secure as far 
as practicable that each was such that the provision of the relevant services 
could conveniently be associated with a University having a School of Medicine. 
This proved possible in four of the Regions but not in the fifth, the Northern 
Region, which was based on Inverness. So far as teaching responsibilities at 
individual groups of hospitals are concerned, there are no separate Boards of 
Governors as in England and Wales, since teaching hospitals are administered 
in Scotland by Regional Hospital Boards through the Boards of Management 
under the same statutory provisions as other hospitals. 

21. From the above brief description of the general administrative structure 
and statutory provisions relating thereto, it will be seen that there is a three- 
tiered organisation for the provision of the hospital and speciaUst services con- 
sisting of the Secretary of State, Regional Boards, and Boards of Management. 

The Functions of Regional Hospital Boards 

22. Under general guidance from the Secretary of State through the Scottish 
Home and Health Department, the Regional Boards are responsible for planning 
and co-ordinating the development of the hospital and specialist services in 
their regions and for generally supervising the administration of these services 
(particularly in relation to expenditure). For some purposes co-ordination 
extends to executive action taken other than through Boards of Management, 
e.g., the appointment of consultants and the manipulation of certain specialised 
resources which can be more conveniently deployed on a regional basis. 

23. To quote from the original memorandum issued by the Department of 
Health for Scotland on 29th October, 194?d> : 

“2. The Regional organisation is designed to give effect to a policy of co-ordinating and 
pooling hospital resources over wider areas, a policy recommended by all the three Scottish 
Committees that considered this matter in recent years and by the Hospital Surveyors whose 
Reports were published early in 1946. A collection of hospitals and institutions, provided at 
different times by different public bodies and for different purposes has to be welded into a 
coherent structure, linked on the one hand with the general practitioner service organised by 
the Executive Councils, and on the other with the important preventive and welfare work of the 
Local Health Authority. This is a primary task of the Regional Hospital Boards. 

3. It is a new and uncharted field of endeavour. Experience has shown the need for an 
organisation of this kind and its lessons indicate some of the reforms which must be undertaken. 
But in many ways, the work is experimental and the Boards must work out for themselves their 
own guiding principles. It is therefore the intention that they should carry the fullest responsi- 
bility for the Service that is consistent with the Secretary of State’s own obligation to Parlia- 
meat . . . 

That memorandum went on to outline various aspects of the problems facing 
the newly established Regional Hospital Boards. Among the first tasks was the 
preparation of schemes for the grouping of hospitals which were to be supemsed 
by Boards of Management, the setting up of these Boards, the determination of 
the function to be delegated to them, the immediate adjustment of existing 
resources so far as any broad requirements in terms of capital development and 
equipment. These tasks absorbed much of their efforts over the first seven or 
eight years of their existence and it is only in the second seven or eight years that 

(1) E.H.B.(SX47)1 
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it has proved possible to devote time and money to more long-term needs and to 
the planning of a co-ordinated, comprehensive service. 

24. To come to the supervisory aspect of the responsibilities, the Regional 
Boards act as principals in relation to Boards of Management who are responsible 
to them generally for the management of the hospitals. In the early years of the 
service a fairly close control was exercised by most Regional Boards over the 
Boards of Management, but in 1956 the Guillebaud Committeed) were able 
to comment that the tendency had been to put increased responsibilities on the 
Boards of Management and that the Department had issued a memorandum in 
1952d> on the relationship between the two categories of Boards, which was 
designed to provide a reasoned statement of policy concerning matters of 
adnunistrative machinery with a view to achieving a mutual satisfactory 
relationship. 

25. The Guillebaud Committee were also able to report that it had been 
possible to reduce the number of heads under which budgets are approved so 
that Regional Boards and Boards of Management would have greater freedom 
of decision and correspondingly increased responsibility. In the same way, 
specific and detailed controls such as the control of staff numbers had been 
avoided as far as possible. The Committee were satisfied from the evidence 
received that the relationship between the Department of Health for Scotland 
and Regional Boards was satisfactory and that, while the degree of control in the 
different regions appeared to vary, the general tendency had been to relax 
substantially the controls initially maintained. 

26. Since the Guillebaud Committee reported, one of the main developments 
affecting relationships has been the considerable expansion of the capital 
building programme on which a White Paper<^) was published in 1962. While 
more money has been available than ever before, its distribution in the face of 
growing demands inevitably gives rise to differences of view within the Service 
about the basis of allocation, and this, coupled with the overall financial control, 
is obviously a major factor in the current relationships between the Regional 
Board and Boards of Management and between the former and the University to 
which we shall refer again at a later stage. Although the handling of the capital 
programme is the responsibifity of Regional Boards, individual Boards of 
Management have over the years developed firm views of their own on the 
priorities within their groups and there may well be problems in reconciling any 
differences of view with regard to priorities. 

27. Another significant development with implications for administrative 
practice and structure is the new approach to the treatment of mental illness, the 
statutory basis for which is contained in the Mental Health (Scotland) Act, 
1960. This has importance both with regard to the internal organisation of the 
Service and to relations with the local health authorities. The importance of the 
administration of mental and mental deficiency hospitals is appreciated when it 
is remembered that over 42% of hospital beds are used for this purpose. Yet 
another factor is the continuing progress in medical science which, by notable 
advances in particular fields, can require extensive re-allocation of resources and 
can lead to the development of specialised units and research units. Closely 
allied with this are the increasing requirements for undergraduate and post- 
graduate teaching. 

(1) Report of the Committee of Enquiry into the Cost of the National Health Service 1956 (H.M.S.O. Cmd. 9665} 

(2) R H R (S}(52)17 

b) Hospital "P lan for Scotland (Cnmd. 1602). A Revision of Hospital Plan for Scotland was published by H.M.S.O, 

in 1964. 
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The Functions of Boards of Management 

28. In terms of the Act<i) it is the duty of the Board of Management of any 
hospital or group of hospitals, subject to and in accordance with regulations 
and any scheme approved by the Secretary of State, to control and manage a 
hospital or group of hospitals on behalf of the Regional Hospital Board, and 
for that purpose to exercise on behalf of the Regional Hospital Board such of 
that Board’s functions relating to the hospital or group of hospitals as may be 
specified in the schemes approved under the Act. The 1947 memorandum 
emphasised that the imm ediate executive responsibility for the running of the 
individual hospital or group of hospitals rested with the Board of Management 
and that the Regional Board’s main concern was to facilitate the efficient 
administration of the group by advisory function rather than by executive 
action. At the same time the memorandum pointed out that it would be impos- 
sible to formulate or give effect to a policy unless the Regional Board and its 
local agents were working together. While the emphasis at this early stage was 
on the advisory function, the 1952 memorandum said that the essential functions 
exercised by Regional Boards vis-a-vis Boards of Management served two main 
purposes. The first was the manipulation of resources — hospital facilities, 
specialists, highly specialised equipment and certain auxiliary services — that 
needed to be deployed on a regional basis. The second was the control of 
expenditure and of capital investment. In many matters these two considerations 
operated together to stimulate Regional Board control under the limitation of 
man-power, finance, and capital investment that were likely to apply for several 
years. While the memorandum went on to define certain fields in which Regional 
Boards would have to exercise a controlling and supervisory function in addition 
to their advisory and policy making functions, it did stress that they should 
make a point of avoiding taking decisions on matters that should be left for 
settlement at Board of Management level. It added that where a matter was 
properly one for Regional Board decision, this decision should be reached as 
promptly as possible and to this end Regional Boards would no doubt keep their 
administrative machinery under constant review. Experience in other fields had 
suggested that the dangers to be guarded against included over-elaboration of 
the committee system, allocation of over-lapping functions to different com- 
mittees, and omission to delegate enough responsibility to officers of the board 
to give decisions within settled policy without prior reference to the board or a 
committee. 

29. The 1947 memorandum envisaged that the measure of delegation of 
authority to the Boards of Management would be defined by regulations and by 
the schemes that the Regional Boards were required to submit to the Secretary 
of State under the Act. Such definition was in due course established, but was — 
in our view quite properly — couched in the most general terras. We should 
stress, however, that the phrase in the Act “control and manage” does not 
necessarily extend to "day-to-day management” — a phrase frequently used to 
describe the functions of Boards of Management. 

30. To sum up, therefore, the duty of the Board of Management is to control 
and manage the hospitals on behalf of the Regional Board. While it is not the 
planning authority for its area, it may advise the Regional Board either on its 
own initiative or at the latter’s request on the adequacy of the service it provides 
to meet the needs of the area and of any additional services which are required. 

(1) Section 12(Q of the Act. 
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The functions of the two categories of Boards are therefore complementary; the 
Board of Management exists “to adjust the general administration of the 
hospital service to local conditions”, d) 

The Appointment of Chairmen and Members of Boards of Management 

31. In England and Wales the appointment of the Chairman of a Hospital 
Management Committee rests with the Regional Hospital Board. In Scotland, 
however, the Act provides that the Board of Management will elect their own 
Chairman from among their own number, d) We received no evidence against 
the present Scottish practice which has statutory authority, and we are content 
to accept it. 

32. Regional Hospital Boards are responsible for the appointment of mem- 
bers of Boards of Management. Before appointing members. Regional Boards 
are required to consult the local health authorities in the area, the Executive 
Councils, the senior medical and dental staff within the Board of Management 
group and such other organisations as appear to the Board to be concerned; they 
have also to consult the existing Board of Management. If a hospital provides 
facilities for undergraduate or post-graduate clinical teaching, the Board of 
Management for the hospital must include members, not exceeding one-fifth of 
the total membership, nominated by the University concerned and must also 
include, again within one-fifth of the total, some members nominated by the 
medical and dental teaching staff. Members are appointed for a term of four 
years, and it is open to the Regional Board to reappoint them, although the 
range of names put forward and the variety of elements of experience which a 
Regional Board may wish to include are such that it is not always possible to 
reappoint members who have given good service and who are willing to con- 
tinue. Once members are appointed, they are responsible collectively to the 
Regional Board as its agent, and they are not in any sense representative of or 
answerable to any other body. 

33. While in all Regions it seems possible to obtain the number of members 
required, it has not proved easy to obtain people of adequate calibre, and the 
difficulties appear to be most acute in the Western Region, where very large 
numbers are needed. There also appears to be some difficulty in getting a 
balanced representation from all sides of the community in certain areas and it 
is not always possible to obtain individuals with the special qualities required. It 
was suggested in evidence that nominating bodies, in selecting their represent- 
atives, tended to look upon them as delegates and did not give sufficient thought 
to their suitability for their functions as members of Hospital Boards. It was not 
suggested, however, that once these individuals were appointed they tended to 
act in the capacity of delegates. 

34. While Boards of Management appoint their own Chairmen, it is interest- 
ing to note that 38 out of the 51 Boards who submitted evidence appoint their 
Conveners of Committees in the full Board and only 13 leave Committees to 
elect their own Conveners. On the whole we would support the majority in their 
practice, but we have]noJstrong views. 



(1) A quotation from Memorandum R.H.B.(S)(48)3, dealing with the grouping of hospitals under Boards of 
Management, issued by the Department of Health for Scotland on 8rh November, 1947. 

(2) Part III of the Fourth Schedule of the Act. 
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II. The Implications of Voluntary Membership 
for Administrative Practice and for Delegation of 
Responsibilities to Officers 

35. Acceptance of the statutory framework implies acceptance of the principle 
of voluntary membership and we have, therefore, not considered possible 
alternatives, such as a Board with full-time paid members. The Guillebaud 
Committee did, however, and commented as follows : 

“The Regional Hospital Boards are intended — at least in part — to represent the coin- 
munity, and, in our view, if they were transformed into small bodies of paid ‘directors’, their 
whole character would be changed. The possible gain in administrative efiSdency, even if it 
were to be achieved, would be bought at too high a price”. (Paragraph 264) 

Nor have we questioned the method of appointment of members, since the 
general rules governing this are also laid down in the statute and in regulations. 
On the factors to be taken into account in the selection of members we agree 
wholeheartedly with the view expressed in paragraph 256 of the Guillebaud 
Committee’s Report that individual members must be selected solely for the 
contribution which they can make to the efficient running of the Service. 
Accordingly, while the Secretary of State in selecting members of Regional 
Boards — and Regional Boards in selecting members of Boards of Management 
— must have regard to a broad basis of representation of the public interest, 
the primary factor in the selection of individuals should, in our view, be that to 
which the Guillebaud Committee have referred. 

36. We realise that it is easy to express such a view but difficult to give full 
effect to it. We think that the first step is for the Secretary of State to ask Regional 
Boards when they seek nominations for membership of Boards of Management, 
to emphasise that nominations will ultimately stand or fall primarily on the 
capability of the individual to make a constructive contribution to the functioning 
of the hospital service. Thereafter Boards must be prepared to reject nominations 
which fail this test, and in this matter they must have the support of the Secretary 
of State. What we have said here relates closely to our comments on the calibre 
of members in the following paragraphs. 

The Availability and Suitability of Members 

37. We heard evidence, about the practical difficulties of securing an ade- 
quate supply of suitable members. The numbers required are large — in the 
Western Region alone over 600 members are needed for Boards of Management. 
At the same time, very large numbers of public-spirited individuals are pre- 
pared to offer their services and to devote considerable time to their duties when 
appointed. 

38. There are, in our view, two important factors which will influence the 
supply of members of suitable calibre — the quality of the voluntary work which 
they are asked to undertake and the amount of time that they are expected to 
give to it. With regard to quality, clearly if trivial matters are brought forward for 
their consideration individuals of high calibre will quickly lose interest. As for 
the time available, we think that acceptance of the voluntary principle imposes 
a limit. If the cost in time is too great, many people (and particularly those in 
the younger age groups) who would otherwise be willing to contribute will be 
prevented from doing so and only those who have retired from active life or who 
have an unusually large amount of free time which they are prepared to devote 
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very largely to such duties can participate. It might be argued that the amount 
of time available is not really a limiting factor since existing members have often 
shown great willingness to accept the increasing demands on their time. We 
think, however, that this would be a dangerous view to take and that to proceed 
on this basis might well deter many of the most suitable persons from offering 
their services and in particular persons under the age of 50 who are at present 
very much in a minority. 

39. Having said that the time required should not be unreasonable, we find 
it much more difficult to assess what is reasonable and we were not successful in 
securing any firm views in evidence. Part of the difficulty is, of course, the 
problem of assessing precisely how much time is spent by individual members on 
meetings and other activities. While we did take evidence on the actual time 
spent by members on the various activities, (details relating to Regional Board 
members are reproduced in Appendix V and are not dissimilar from evidence 
given for Board of Management members) we thought that we could use this 
only as a guide for fixing a reasonable upper limit for the time that should 
be expected from members. 

40. We would suggest that, on a monthly basis, the maximum amount of 
time that members are expected to devote to duties should not exceed 12 hours, 
of which not more than two-thirds should be on meetings, one-third on visiting, 
open days, ceremonies etc. Conveners might be expected to spend up to two 
hours more on meetings and two hours in briefing for meetings, etc., normally 
prior to meetings. We have excluded time for travelling and “home reading”, 
as well as the many peripheral activities incidental to membership (e.g. atten- 
dances at functions, conferences, Whitley Council meetings, etc.) since it varies 
so widely from member to member. Our suggestions provide only “ceiling” 
figures for the largest boards, and we think that boards and their officers should 
consider their practice very carefully before they ask members to provide more 
time. For the smaller boards, the time expected should be well below the 
recommended limits. 

41. Chairmen are likely to spend more time on formal meetings than Con- 
veners, particularly where the bulk of the board’s work is delegated to the 
committees and where they may want to attend meetings of all major committees. 
Usually more time also will be needed for informal discussions with officers. 
In view of the key nature of the Chairman’s role, we would not want to specify 
any limits, but we would suggest that senior officers should arrange the board’s 
business so that the time required from the Chairman is not greatly in excess of 
that required from voluntary members in general. The corollary is adequate trust 
by the Chairman in his permanent officers and freedom for them to execute the 
business without detailed reference to the Chairman. In our view, too much is at 
present expected in terms of time from Chairmen of Regional Boards, and from 
certain Board of Management Chairmen, and, while we are deeply impressed 
by their sense of public responsibility and devotion to duty, we hope that they 
will, with the assistance of their chief officers, endeavour to keep their atten- 
dances within such limits as will not deter potential successors of suitable 
calibre. 

The Various Roles of the Voluntary Board 

42. The primary role of the hospital board is that laid down in the statute — 
to provide and administer on behalf of the Secretary of State that part of the 
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hospital and specialist services which has been assigned to them under regulations 
or directions made by him. The significance of this responsibility can be gauged 
from the overall annual expenditure of more than £74,000,000 in Scotland in the 
year ended 3Ist March, 1964, the major part of which is handled through the 
boards. The boards are. therefore, accountable for large sums from public 
funds, as well as having the task of ensuring that these funds, and the resources 
which they represent in terms of manpower, buildings and equipment, are used 
to best advantage. This is their general planning, management and supervisory 
function. 

43. A second role is the general oversight of the patients’ care so that they 
will be properly cared for in the conditions best suited to bring about their cure. 
(Their immediate medical care is, of course, the responsibility of the consultant 
in charge.) It might be assumed that this function is synonymous with efficient 
management but this is not necessarily so ; the needs of operational efficiency 
could, to some extent, conflict with the interests of the individual patient. In 
our view, it is inevitable that boards should exercise both these roles, and hold 
the balance between efficiency on the one hand and sympathy and consideration 
for the patient on the other. With the increasing complexity of organisation 
within the service, they have a very special responsibility to see that the essentially 
personal basis of treatment to the patient is maintained. 

44. Another role of the board is to act as a “consumer council” and to have 
regard to the interests and needs of all sections of the community in their area. 
While they are not answerable to the community in the same way as an elected 
council of a local authority, they are just as liable to suffer criticism if the service 
does not appear to be meeting fully the needs of the area. 



The Contribution of the Board to the Administration of the 
Service Relationships with Officers 

45. We have stated the roles of the board in broadest terms, so that we can 
establish more readily the contribution which they can make to the administration 
and so that we can distinguish more clearly between their functions, including 
those of their committees, and those of officers. (We refer in Parts III and IV to 
the specific functions of both categories of board and their committees.) While 
the activities of boards in relation to their roles of “consumer council”, protector 
of the patients’ interests and public accountability are generally similar to those 
of elected bodies with that kind of function, it is much more difficult to define 
the planning, management and supervisory function of the hospital board, com- 
posed of voluntary members. Indeed, some critics have expressed doubts whether 
there is a place for such a board at all, particularly at hospital groups, where so 
many decisions relating to the spending of the money, the salaries and conditions 
of service of their staffs, and their disciplinary powers, particularly in relation to 
medical staff, are so limited. It is also argued that the increasing specialisation 
and complexity of organisation within the service make it well-nigh impossible 
for the voluntary member to understand 'what is going on and how he can make 
an effective contribution. 

46. We consider, however, that the board has a useful contribution to make, 
although we recognise that the function at group level must necessarily be more 
circumscribed than, and of a different character from, that at regional level. 
We accept that the senior permanent officers must play a very major part in the 
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making of all main management decisions, but the voluntary members can bring 
to the discussion of problems a broad detachment and experience gained from 
their own work, background and education, as from other public service. The 
interplay of ideas and questions which the board members can put to their 
experts will, in our view, often produce a better solution than ofBcers could on 
their own. Our evidence indicated that, in general, boards make use of any special 
skills of particular members, and we see no objection to this, so long as members 
do not attempt to assume the role of expert adviser, which is the duty of their 
ofBcers. The increasingly complex nature of the management problems is, in 
our view, not an argument for abolishing the board, but rather for the most 
careful selection of members, which we have already emphasised. 

47. We think that the relationship between the board and officers can be best 
defined in terms of an analogy from industry — the large company, or group of 
companies, controlled by a board of directors, on which the chairman is board 
chairman and not managing director. The board is supported by a general 
manager and other executives. In their case also there may be no greater “expert” 
knowledge of the internal workings of the business among board members than 
there is on the average hospital board, and the directors, like the latter, must 
depend largely on their executive staff for expert giiidanoe. The board is respon- 
sible for formulating policy, for reviewing and modifying it as necessary, but its 
execution is essentially in the hands of the general manager and his staff. 

48. In our view, hospital boards and their committees cannot effectively 
participate in day-to-day management of the service since they meet only at 
intervals and since many decisions (and sometimes major, urgent decisions) 
must be taken between their meetings. Some measure of supervision of urgent, 
important decisions is possible through informal consultation between Chair- 
men (or Conveners) and officers, but this has the danger that the Chairman (or 
Convener) may be tempted to become the “managing director” and to take over 
responsibilities which should properly fall upon officers. 

49. It follows from this, and from our analogy, that the board must, in formu- 
lating, reviewing or modifying its policy, define its aims and decisions in such 
a way that officers can proceed to execute them confidently and without further 
reference to members except on major issues. It also means that officers, in 
bringing proposals to the board and committees, must present them in a form 
which results in comprehensive decisions, rather than ad hoc decisions related to 
particular incidents. We realise that this is much easier to say than to put into 
effect, and we have, therefore, suggested below some principles which may help. 
We have attempted to relate them to some examples of the management problems 
to which Boards of Management might address themselves, since it is more 
difficult to define this concept at group level than it is at regional level. 

50. Evidence indicated a widespread tendency on the part of boards to 
intervene in the details of administration and we refer to this when we examine 
delegation of responsibilities to officers. We think that this springs not so much 
from a conscious desire to concern themselves with detail, as a lack of clear 
understanding of the distinction between the function of the board and that of 
officers. Unless this distinction is constantly borne in mind neither category will 
be able to fulfil their responsibilities efficiently. 



17 



Printed image digitised by the University of Southampton Library Digitisation Unit 



The Setting of Objectives 

51. How can the board define its aims and policy and leave execution to 
officers, yet at the same time retain effective responsibility for the planning and 
co-ordination of the services in the region or the control and management of a 
group of hospitals? We think that, within its general policy, the board must 
decide priorities and determine specific objectives in particular fields. Before they 
can reach conclusions on these objectives, however, their officers will have to 
provide the information on which such conclusions can be based. Thereafter, 
the boards should arrange for progress reports, at reasonable intervals, from 
their officers so that they can assess to what extent these objectives have been 
attained. 

52. We recognise that “goal-setting” and “goal-achieving” are concepts 
which are not easy to translate into practice in the hospital service, particularly 
at group level, where more than 60 per cent of current expenditure consists of 
wages and salaries. Furthermore, when the raw material of this industry is 
human suffering and disease and the end product alleviation of pain and suffering 
for the patient and relatives, the balance sheet can never be based purely on 
efficiency of administrative practice in itself. Sympathy and consideration for 
the patient must be taken into account, but in terms of the greatest practical 
benefit to aU patients and within the limits of the permissible expenditure. 

53. A practical difficulty is that over much of the board’s field of activity and 
particularly in the field of medical care, there are no accepted goals based upon 
scientific analysis, but simply the broad aim of providing the best possible 
treatment. This in turn prevents the establishing of “performance standards” or 
other methods by which the provision of a particular service can be assessed. 
While periodical financial statements serve a useful purpose in overall control 
and in pointing towards particular problems requiring attention, they are often 
too broad-based to be helpful in relation to more specific objectives. 

54. Nevertheless, there are fields of activity in which standards have been or 
are being established. In the field of administrative efficiency, more has been 
done in that functional costing, work study and operational research have pro- 
duced information which has been of use in specific cases. Staffing ratios are of 
use, as is also the Department’s report on the establishment of target-costs for 
selective menus for hospital meals. While a good deal of information is being 
made available nationally or through common services such as work study, we 
should Uke to emphasise that for the setting of objectives by Boards of Manage- 
ment, the initiative must lie with the senior officers to provide for their own 
boards the simpler yard-sticks and those that are required for a special purpose. 
Senior administrators should not regard the establishing of methods of measure- 
ment as solely for finance staff and statisticians. We refer in Part V to the steps 
which can be taken centrally and at regions to supplement information obtained 
by a group from its own resources. 

55. While the details of such matters as the efficient day-to-day running of an 
out-patient department, the supervision of waiting lists, and numbers and grades 
of nurses can best be left to officers, boards and committees might well set 
specific targets for the improvement of the out-patient department (in particular 
the operation of an appointments system), the operation of a casualty service, and 
the conversion of psychiatric wards from a custodial to a therapeutic regime. 
In the field of medical care, morbidity statistics are now becoming available 
and other indices such as occupancy, admission and discharge rates as well as 
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average length of stay can be of limited assistance. Again, information should 
be obtained about the waiting-times for different specialties, so that marked 
differences between waiting times within the same specialty but in different 
hospitals within the group can be avoided. (The responsibility for the specialist 
services rests primarily with the Regional Board and they should be carrying 
out similar reviews to avoid gross disparities within the region.) Much of the 
responsibility for staffing must rest with officers, but coupled with the boards’ 
important functions of appointment and selection is the general need to review 
staffing resources as a whole in the light of changing needs. While the budget may 
not permit any overall additions to staff, rearrangement of working systems or 
changes in methods may permit savings in some categories which will enable 
other urgently needed staff to be recruited. 

56. The planning responsibilities of Regional Boards lend themselves more 
readily to the setting of objectives, e.g. the provision of additional maternity beds 
in order to achieve a higher, specified, proportion of hospital confinements in 
relation to home confinements, or a planned programme for the development of 
new techniques for examination and treatment, which will require adjustments in 
skilled staffing resources. Regional Boards have, of course, been carrying out 
planned programmes in some fields of activity, notably in relation to building, 
but we think that there is still scope for developing this kind of approach in 
relation to other fields. 

Our Views on the Contribution of Boards 

57. Accordingly we recommend that all hospital boards should carry out 
a reappraisal of their functions in the light of the contribution which the volun- 
tary board member is best able to make. They should resist the temptation to 
enter into the details of administration and into day-to-day management, which 
are the concern of the officers, and should ensure that the matters brought to them 
are presented in a form that will enable policy to be formulated and principles 
established. The setting of objectives and the checking of progress through per- 
formance standards or other methods of measurement will enable boards to 
work towards a more orderly review of aU their activities, and away from the 
unplanned, ad hoc kind of decision-making which was inevitable in the early 
days of the National Health Service, and which is in danger of being perpetuated 
unless action is taken to stop it. 

The Delegation of Responsibilities to Officers 

58. This reappraisal of the functions of members in the board or committee 
also implies reappraisal of the relationship between members and officers, and 
our terms of reference required us to examine in particular the delegation of 
responsibilities to officers. We have confined this examination to the principal 
officers primarily concerned with the administrative practice of boards, namely 
the Secretary and Treasurer, Medical/Physician Superintendent and Matron (or 
Matrons) at Boards of Management, and the Senior Administrative Medical 
Officer, the Secretary and the Treasurer at the Regional Hospital Board. 

59. From the evidence given to us, it is clear that, even from the early days 
of the service, these senior officers have been regarded as having considerable 
administrative responsibilities and powers of decision although their manage- 
ment responsibilities and relationships with boards have never been precisely 
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defined. Nevertheless there appears to have been a tendency in the sphere of 
“non-medical” administration towards concentration on secretarial functions at 
the expense of the planning and management functions that were imphcit in the 
original structure. This tendency has persisted primarily at Boards of Manage- 
ment, notwithstanding the increasing complexity of the service which is calhng 
for constantly increasing standards of management ability from officers and 
for the clearer distinction between their functions and those of board members. 

60. Written evidence indicated that in general the extent of delegation of 
responsibilities to officers was not specified and while many boards claimed that 
delegation was exercised so far as was compatible with the responsibilities of the 
board, the statements were couched in such general terms that they did not 
reveal any trends. At the relatively few boards where powers were specified 
these related primarily to “establishment” functions, e.g., appointment and 
dismissal of staff, leave of absence for courses, the application of Whitley 
Council circulars on pay and conditions of service to particular officers, the 
placing of orders for equipment, supplies, etc., within contracts approved by the 
board, and in some instances power to incur expenditure without prior approval 
on items urgently needed up to a limit usually varying between £20 and £100. 
Normally, however, even where such powers were specified, chief officers might 
in practice have powers to take other decisions, but there was no clear under- 
standing as to the limits of such powers or the circumstances in which they should 
be exercised. It was interesting to find that some boards had specified the powers 
delegated to officers but had not delegated any powers to their committees. 

61. In a few instances Boards of Management had written schemes of 
delegation extending to more general fields of day-to-day management. For 
example one board had not only specified the “establishment” powers referred 
to above, but also the general areas of responsibility for such officers as the 
group Secretary and Treasurer, the Hospital Secretary, the Medical Super- 
intendent and the Matron. (Certain functions of the Chief Pharmacist and 
Superintendent Engineer and their relationships, with the principal officers — 
and the relationship of the principal officers to the Board — were also defined.) 
The scheme also specified the officers who were authorised to incur expenditure 
within limits approved by the Board. There was no indication in written evidence 
that fairly comprehensive schemes of delegation had tended to restrict the 
authority of officers solely to the matters defined in the schemes. 

62. Since the written evidence provided no specific information on the extent 
of delegation to officers, we decided to examine the minutes, papers etc. of 
boards and committees. We hoped that the decisions recorded (and discussions 
leading up to them) would indicate which major matters members were reserving 
for their own discussion in committee. By identifying the general nature of these 
problems we could then deduce the other — presumably less important — ■ 
matters which were being left to officers to decide. Unfortunately this examin- 
ation revealed no distinction. In some instances it seemed entirely fortuitous 
whether matters were referred to committees or dealt with by officers. Only 
rarely did minutes indicate any discussion on the more important problems in 
the running of the service. On the other hand, the records showed mainly dis- 
cussion on matters of day-to-day management or of minor matters which 
should, in our view, have been left to officers. (We recognise that some issues 
which appear trivial on record may have deeper imphcations, which should be 
considered by members, but the examples were too numerous for this to be true 
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in every case.) This practice was most prevalent at meetings of house committees, 
where the great majority of items did not seem to call for decision by members 
either on grounds of importance or for financial reasons. We cite below one or 
two examples, which have been drawn from the minutes of boards with diifering 
committee structures and disguised to prevent identification with particular 
boards : 

(a) Various requests from junior staff for leave of absence to sit examin- 
ations were granted. 

(b) The Committee selected a suitable colour for the cards to be attached 

to food carriers at hospital. 

(c) Following examination of time sheets the Finance Committee agreed 
that the appropriate extra duty allowances would be paid to four members 
of staff for two months. 

(d) It was resolved that a boiler-house pipe which had burst frequently 
should be lagged or boxed to prevent a recurrence. 

(e) It was resolved that certain glass windows should be replaced and 
meshed after breakage by truant boys. 

(f ) The Committee were shown a counterpane which had shrunk to half 
its proper size. It was resolved to investigate the matter. 

(g) The Medical Superintendent suggested that the new staff houses should 
be called numbers 1 and 2 East Grantlie. The matter was adjourned until 
the next meeting so that he could consider the Committee’s alternative 
names of Lower and South Granthe. 

Many of the minor decisions would have been covered even by a limited scheme 
of delegation had this existed. 

63. In oral evidence it was almost universally agreed that, in principle, the 
maximum delegation of responsibilities should be exercised, consistent with 
the responsibilities of boards. Opinions differed on the extent to which this was 
practicable, having regard to the general calibre of officers and the degree of 
initiative and managerial independence which we had in mind. Some witnesses 
suggested that officers were reluctant to assume additional responsibility and 
thus tended to put more matters to committee than was necessary. It was 
also stated that the relatively secure contractual position of officers in the 
National Health Service, coupled with close supervision by the boards, did not 
offer sufficient encouragement to persons of managerial ability. 

64. On the other hand, others argued that officers had been inhibited from 
showing initiative by the reluctance of authorities to give them the scope to do 
so. Furthermore, some contended that many of the matters which appeared to 
be decided by committees were in fact decided by officers, the committee simply 
endorsing such decisions. Others made the point that the strict financial control 
exercised by boards made effective delegation virtually impossible, and that too 
much delegation would have an adverse effect on the quality of board members. 

65. Much of the evidence was conflicting and this did not surprise us, since ex- 
perience has shown that it is extremely difficult to ascertain precisely how and 
where decisions are made within any large organisation. The problem in the hos- 
pital service is accentuated by the diffuse nature of authority within the service. 
In view of the absence of positive evidence we commissioned some research 
studies in an effort to ascertain more precisely how decisions were taken within 
the board and committee structure and what matters were delegated to officers 
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to determine. The studies did not provide any conclusive information on the 
exact nature of delegation to oflBcers, but they supported the view that oflBcers 
are playing a substantial part in the process of decision-making. A summary of 
the information collected during the studies is included in Appendix III, but this 
excludes information which has been incorporated in the main body of the 
Report. 



Our Views on Delegation of Responsibilities to Officers 

66. The reappraisal of the functions of boards and committees calls also 
for a reappraisal of the delegation of responsibilities to officers. We therefore, 
recommend that boards should review both aspects of practice concurrently. 
Notwithstanding the lack of specific evidence, we are of the opinion that far 
too many matters which could be settled by officers (if need be with subsequent 
report to committees) ate still being referred to board members, thereby 
diverting their efforts away from what we believe to be their proper functions. 
This has also the serious disadvantage of delaying action while the matters are 
processed through the committee machine — a procedure which can take weeks. 
We think that there is considerable scope for greater delegation and that this 
applies also to Regional Boards, despite the views expressed to us in evidence 
that the reasonable limit had already been reached. 

67. We accept the principle that such delegation must be exercised within 
the general limit of the board’s defined policy and its financial responsibilities, 
but we do not regard these as seriously inhibiting more extensive delegation. 
Nor do we regard it as necessary or reasonable to restrict it to “establishment” 
functions. We should like to see a pattern more on the lines of that within the 
Civil Service, where administrative officers have a considerable measure of 
discretion in the interpretation and application of poHcy, within the general 
directions laid down by the Cabinet, its Committees and by Ministers in charge 
of Departments. We should add that, having regard to the general levels of 
remuneration now obtaining for chief officers, we think that it would be reason- 
able to expect such delegation at all boards, whether or not it is at present being 
practised. 

68. One Regional Board pointed out that it would be difficult to extend the 
present scheme of delegation without bringing into question the relationship 
between the board and Boards of Management. The board have taken the view 
that an ofiicer should not have the power at his own hand to reject proposals 
made' by a Board of Management. We think, however, that a rigid adherence to 
this principle could seriously inhibit a proper exercise of delegation by senior 
officers and that it is undesirable to establish a distinction between the board and 
officers acting as agents of the board. In all his activities the officer should be 
fulfilling the instructions and defined policy of his board, and he should deter- 
mine in each case whether he should deal with a proposal from a Board of 
Management in terms of Regional Board policy or refer it to a committee or to 
the board. If he is confident that his board would support his action, he should 
take the decision and report later, thus avoiding delay. If, however, the matter 
is highly controversial, or Regional Board policy is not specific, he should refer 
the matter to his board. Given such discretion, officers are not, in our view, 
likely to exercise it capriciously. 

69. We are not disposed to accept the view that the general calibre of existing 
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officers is such that they could not accept their responsibilities even as we now 
see them, nor do we think that boards should make assumptions about this 
without putting officers to the test. Experience at management courses for senior 
administrative officers organised by the Scottish Staff Advisory Committee has 
shown that many older officers, about whom such assumptions might be made, 
can show a degree of imagination and initiative when confronted with manage- 
ment problems much greater than their existing hmited area of authority allows. 

70. In carrying out this review, boards should consider how best they can 
establish delegation of responsibility so as to enable officers to proceed with the 
minimum amount of detailed direction. The definition of policy, the setting of 
objectives, and the establishment of methods of measurement, will, of course, 
help towards this, but there is still a large area of day-to-day management 
activities in which a clear understanding on delegated authority would facilitate 
business. We saw two possibilities. The first was that all matters other than those 
which we have described as belonging to boards and committees should be 
regarded as matters for officers to determine in the general execution of their 
day-to-day management functions; this requires no definition of the extent 
of delegated authority of officers but some definition of the broad functions of 
members which can be readily interpreted by officers. The second was that the 
delegated powers should be defined not only in specific terms for “establishment” 
matters, but also in terms of areas of responsibility for the more general manage- 
ment functions; this implied that all other functions belonged to boards, unless 
there was a proviso (as in the standing orders of one Regional Board) that 
nothing in the scheme of delegation should detract from the general duty of the 
officers specified to prosecute the Board’s business as circumstances might 
warrant. 

71. We concluded that the first course was the better, since any long-standing 
definition could cover only “establishment” and the less important general 
management matters, and since the setting of the objectives which we envisage 
would entail too frequent changes in definition. Furthermore, our recommend- 
ations in Part V should help to reduce the involvement of members in the more 
detailed business. 

72. Our recommendations for a reappraisal of the responsibilities of officers, 
if implemented, would not establish any new principles. For a variety of reasons, 
boards have tended themselves to assume certain of their officers’ responsibilities. 
We should like to see re-established in practice the original concept of these 
responsibilities, always taking into account the considerable growth in the 
management function since the appointed day. 

73. The change of functions of board members and the implementation of 
out later recommendations for simplification of committee structure should 
reduce the burden of secretarial and committee duties imposed upon chief 
officers and leave them more time to deal with management functions. We had 
the impression that boards tend to underestimate the importance of manage- 
ment when assessing their staffing needs. In a service where the patient’s welfare 
is of paramount importance, medical and nursing needs will evoke more sym- 
pathy than those of administration. We have no desire to encourage unnecessary 
increases in administrative staff, but we feel that the “management” element 
within the service needs strengthening at particular points in order to secure 
good administrative practice. (The comparison made between Scotland and 
England and Wales in the Scottish Staff Advisory Committee’s report for 1960-62 
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shows a substantially lower level of administrative stafiSng in Scotland than 
applies in England and Wales. This tends, however, to encroach upon the field 
of the internal administration of the service, which is not within our terms of 
reference.) 

The Visiting Functions of Members 

74. Hospital visiting is one way in which members can make an increasingly 
important contribution to the working of the hospital service. It should have 
three main objectives : 

(a) to acquaint members with the conditions under which the service is 
operating in all the units within the group and to achieve some measure of 
personal contact between the governing body and the staff; 

(b) to obtain the reactions of the “consumer” both by observation and 
through consultation with ofiicers on the spot; and 

(c) to ascertain what effect has been given to the decisions of the board and 
to evaluate results. 

We regard (c) less as a check on the reports made to members by officers 
than as a useful means of amplifying members’ understanding of the problems 
requiring study and of the progress made in dealing with them. 



Our Views on Visiting 

75. The method and timing of visits will depend on the particular object in 
view. We recommend that each board should establish a planned visiting policy. 
Both members and staff should know of the different types of visiting that have 
been planned, and on each occasion both should be made aware whether, for 
example, the visit is to familiarise members with particular working conditions 
or is a check without prior notice on new working arrangements. The “inspection” 
type of visit (of which the last mentioned is an example) needs careful handling 
and members will generally find it helpful to have one of the chief officers 
accompany them. Sometimes members may want to proceed without officers, 
but they should let the officer in charge concerned know — at least immediately 
before starting — as a matter of courtesy and to avoid embarrassment for 
patients or others. Once the objectives of a visit have been established, the 
essence should be the absence of formality and freedom for members to see 
what they want. These arrangements in no way preclude the individual member 
from making a personal visit at any time as arranged with the officers in charge 
of particular units, but members must have regard to the need to avoid over- 
whelming the staff with too many visits. 

76. The above comments relate primarily to Board of Management members, 
but the same principles apply to visiting by Regional Board Members with the 
proviso that Boards of Management should normally be informed in advance 
of impending visits. 

The Size of Membership of the Voluntary Boards 

77. The optimum size of membership of a hospital board will be determined 
by a number of factors including the nature of its functions, the size and com- 
plexity of its units and their distribution, and the way in which it carries out its 
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administrative practice. We consider the functions of a hospital board to be 
much more homogeneous than those of certain other bodies providing a service 
in local government or industry. The close and complex nature of the internal 
relationships with the medical element seems to have no parallel in other services. 
Consideration of the various factors would appear to suggest that the optimum 
size of its membership should be somewhere between the fairly large, elected 
democratic body which may have 20 members or more and the more compact 
form of the board of management found in industry, which may have as few as 
8 members, even in a fair sized undertaking. 

78. It is difficult to assess what effect the size of the group or region (in terms 
of hospitals, beds, population, etc.) has had, or should have, on the size of 
membership of the voluntary board. The nature of the decisions taken may not 
differ substantially from area to area, but at a board responsible for an area 
such as the Western Region, the volume of matters for decision could be expected 
to be much greater than at the board of a small rural group with 200 beds, all 
other things (including the extent of delegation to ofidcers) being equal. If the 
maximum time expected from members is fixed, more members would be 
likely to be required for a board with the greater number of decisions to take. 
In practice, however, the effect of the size of area on board membership does 
not appear to be particularly marked. At the larger boards, the decision-making 
may be allocated among a greater number of committees and a greater pro- 
portion of matters may be left to officers to determine. The opposite tendencies 
will apply at the smaller boards and their membership may, in any event, tend to 
be higher than is strictly necessary for the transaction of business in order to 
ensure that they are representative of the community which they serve. 

79. If we examine existing practice we find that Regional Boards have a 
membership of 15, 18 or 24 increasing with the size of the region. Excluding 7 
groups with less than 100 beds, membership of Boards of Management varies 
between 1 1 and 20 members in 54 groups, between 21 and 25 members in another 
17 groups, and there is one teaching group with 29 members. 

80. In view of the variable nature of the factors involved, we cannot lay 
down an optimum size, but we do think that if the numbers become too great 
this will tend to defeat the board’s broad management function and to convert 
it into a body which can only endorse the activities of its committees and 
exercise a very limited co-ordinating function. For this reason we commend 
the steps which the Department have taken to reduce the numbers of members 
of Regional Boards; we doubt whether much further reduction is possible, 
although we should like to have seen a Regional Board of not more than 18 
members on the board for the largest region. For Boards of Management we 
think that, from the point of view of administrative practice, the maximum 
membership should be 15 and 12 for Boards of Management in groups with, 
say, 700 beds or less. 

Medical Membership 

81. The arguments for and against medical membership of boards are set 
out in paragraphs 257-263 of the Guillebaud Committee’s Report and also 
their own view that a proportion of the membership could consist of medical 
members within a limit normally of 25 per cent. As the hospital is esseiitially a 
medical institution and as the medical profession are primarily responsible for 
the care of the patient, it seems right to us that the voluntary bodies responsible 
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for administration should contain medical members including persons practising 
within the services. The evidence received did not suggest any serious lack of 
balance in Boards of Management and Regional Boards in Scotland and we do 
not think that we need do more than record our agreement with the principles 
set out by the Guillebaud Committee. 

82. While medical members with wide experience of the operation of the 
hospital service can provide invaluable assistance to their lay colleagues on the 
board and its committees, they must constantly be on their guard against 
usurping the function of the expert medical advisers who have been appointed 
to assist the board or of committees of professional associations who should be 
consulted. Our evidence does not indicate that this happens to any extent, but 
we draw attention to this, since we express views in Part V on how advice on 
medical matters should be provided to the boards. 



Dual Membership 

83. In commenting upon voluntary membership we should refer to the 
practice whereby one person may be a member of both a Regional Hospital 
Board and a Board of Management. The arguments advanced against this 
practice were the danger of special pleading for the interests of the particular 
Board of Management; the possibility of short-circuiting the normal channels of 
communication; and the probability that most members will not have time to do 
full justice to both duties, with the result that they tend to resign from their 
Board of Management membership but stay on as Regional Board Members. 
(This last objection need not, however, necessarily work against the wider public 
interest.) The main advantage of the practice was stated to be that, through the 
presence of a dual member, both categories of boards benefit from the better 
understanding of each other’s problems. Most of the Boards of Management with 
experience confirmed that none of the expected dangers had arisen, as did also 
the three smaller Regional Boards. 



Our Views 

84. In our view the main argument against dual membership is the excessive 
demand made upon members’ time. In the light of experience we see no objection 
in principle, even where only a hmited number of Boards of Management can 
expect to have a member who is also a member of the Regional Board. We 
were attracted by the suggestion that it would be useful to appoint as members 
of Regional Boards persons with experience at Boards of Management. As with 
dual membership, this will be restricted by the other considerations involved in 
the selection of members. 
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III. The Committee Structure and Certain Aspects 
of Practice at Boards of Management 

85. In Part II we referred to the general duties and functions of Boards of 
Management as expressed in the statutory provisions and in official guidance. 
Before we deal with the committee structure and practice, we think that it 
would be useful to examine in more detail the various types of function which 
boards may have to carry out, consider briefly the general aims behind them, and 
refer to other factors which are likely to influence structure and practice. The 
starting point for such an examination could be the statutory schemes which 
Regional Boards prepared for the exercise of functions by Boards of Manage- 
ment on their behalf. While the schemes vary slightly as between regions, the 
principal matters specified are ; 

(a) Advice to the Regional Board on the adequacy of accommodation and 
services and the need for any change; 

(b) Co-operation with local health authorities, executive councils, and other 
intei'ested bodies; reciprocal arrangements with other groups, as agreed 
with the Regional Board; 

(c) Arrangements for admission and discharge of patients; the keeping 
of necessary medical records and information; 

(d) The administration of teaching facilities made available by the Regional 
Board; 

(e) All personnel management functions relating to persons employed 
within the group, including the appointment and dismissal of staff, other 
than senior medical staff; 

(f ) General financial control including the preparation of annual estimates, 
responsibility for all expenditures within the approved annual allocation, 
and the keeping of all appropriate financial records and accounts ; 

(g) Functions relating to buildings, supplies and equipment, including 
maintenance and repair, minor alterations, and certain major alterations or 
new building (in accordance with powers delegated to them by Regional 
Boards). 

86. A more compact classification of these functions — and one which is, 
in our view, more useful in relation to committee structure — is that given in the 
Handbook for Hospital Board Members, prepared by the Scottish Home and 
Health Department and circulated to all board members in 1964. The work of 
the board is described as falling under four heads : 

(a) Supervision of medical services and patient care in hospitals ; 

(b) Staff questions arising for the board as employer; 

(c) Financial control of hospital expenditure; 

(d) Supervision of hospital buildings, services and equipment. 

While the responsibility for the planning and co-ordination of the service on 
a basis wider than the group rests with the Regional Board, oflicial guidance has 
indicated the help which Boards of Management can provide through their 
immediate knowledge of the working of the service and the needs of the area. 
Their functions are complementary and, as envisaged in the statutory schemes, 
some boards are responsible for services extending beyond their own area 

(1) Section 12 of the Act. 

27 



Printed image digitised by the University of Southampton Library Digitisation Unit 



&.g. boards responsible for major teaching hospitals. Such boards are in a 
specially advantageous position to assist the Regional Board. 

87. Behind all these specific functions lies the general responsibility of the 
board (in conjunction with the Regional Board where appropriate) to ensure 
that, within the means available, the medical and nursing services along with the 
other services contributing to the patient’s welfare, are as efficient as possible. 
This responsibility includes not only the supervision of existing resources but 
also planning for improvement and the maintenance of good public relations 
and public trust, which are indispensable when illness and its treatment are so 
inevitably fraught with emotion. Shortage of skilled personnel and the fact that 
available funds are not unhmited are likely to continue to be limiting factors and 
boards will always have the difficult task of disposing available resources to 
best advantage. Medical and nursing requirements must receive priority con- 
sideration, but boards have to hold the balance between such claims, which 
can be argued forcibly because of their more direct contribution to the welfare 
of the patient, and those of, say improvements to buildings or administration, 
which are not so obviously beneficial. 

88. Many of the proposals for future planning will emanate from Regional 
Boards and the Department, but in exercising their authority in relation to the 
specific functions which are set out above, Boards of Management must always 
be alive to the need for change and improvement within its own group and, at 
times, must be prepared to bring to the notice of the Regional Board the need 
for such changes to be appHed throughout the region or even throughout the 
whole service. 

89. Apart from the specific functions referred to above, which apply to all 
groups, there are other factors which might be expected to affect committee 
structure and practice, e.g. the type of group (general, mental, etc.) and the size 
in terms of hospital units or beds, or population within the area. The classification 
into three main categories in paragraph 2 conceals a considerable diversity of 
type and function, ranging from the all-purpose group to that catering for 
particular types of illness. Furthermore, there may be teaching facilities in 
groups not specified as having major teaching responsibilities. The tables in 
Appendix II bring out the differences in size on various bases. 

90. This widely varying pattern was recognised as necessary at the outset of 
the service and, while replanning of the service may in time reduce this variety, 
committee structure and practice must continue to be capable of adaption to 
meet the needs of groups with very different sizes and functions. We think, 
however, that the service, as well as administrative practice, would benefit from 
a reduction in the total number of groups and from the combination of mental 
hospitals with other types of hospitals in order to provide comprehensive 
groups covering larger areas. We refer further to this in Part V (paragraphs 
275 to 278). 

91. The factors to which we have just referred are, however, not the only ones 
which are likely to affect committee structure. Others are the differing concepts 
of their own responsibilities adopted by particular boards — on the extent to 
which they have delegated power to committees and to officers, on the means by 
which medical advice should be obtained and assessed, on the use made of 
“house” committees and on the arrangements made by officers for presentation 
of material, co-ordination of the boards’ activities and for the execution of the 
decisions of the board and its committees. Other factors of a subjective nature 
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may have influenced committee structure, for example, the particular back- 
ground of members (local authority councillors, business men or people in the 
professions) or of officers (for example, officers transferred at the “appointed 
day” from a local authority or from a voluntary hospital). Such individuals may 
have suggested adoption of the practice to which they have been accustomed. 
Again, committee structure and practice may have been carried on without major 
change from the appointed day. 

92. The diversity of factors that can affect practice and committee structure 
should be borne in mind when considering the evidence which we received and 
have recorded in the ensuing paragraphs. Our subsequent comments and 
recommendations are related to what we have said in Part II on the distinction 
between the functions of boards and committees on one hand and those of 
officers on the other. 

Membership of Committees 

93. At 31 out of the 51 boards whose practice was examined all members 
serve on at least two committees and it is not uncommon for members to serve 
on three committees. As might be expected, rather more groups with major 
teaching responsibilities (three quarters) than other types of group (one half) 
fall into the latter category. Of the other 20 boards, some members serve on 
only one committee in addition to the board, but there are usually several 
members serving on two committees (particularly conveners and vice-conveners 
of committees who in general attend more committees than other members). 
Where members attend more than one committee and where there are “house” 
committees, it is customary for them to attend one “functional” and one “house” 
committee. 

94. In general, the view of boards is that the average member can reasonably 
be expected to accept membership of two committees. Conveners can be 
expected, if necessary, to accept membership of three committees. The majority 
of boards favour members sitting on more than one committee on the grounds 
that they thus have a wider view of the board’s responsibilities and can make a 
more effective contribution. 

Meetings of Committees 

95. Most boards and standing committees meet at monthly intervals, but 
seven meet less frequently (mainly at two-monthly or six-weekly intervals). The 
length of individual board and committee meetings varies between half an hour 
and three hours, board meetings tending to be shorter. Within this range, 
meetings at groups with major teaching responsibiUties average between three- 
quarters of an hour and two hours, general groups between one and two hours 
and mental groups between one and a half and three hours. Almost invariably 
meetings are held within the normal working day, although some start in the 
later afternoon and may extend beyond normal working hours. At some 
boards, particular care is taken in the choice of dates so that certain meetings 
of committees (and of the board) can be held in the same day, thus reducing the 
number of attendances each month. This is particularly important in rural areas 
where members may have to travel long distances to attend meetings. 

96. In their comments on these arrangements, almost all boards considered 
a monthly frequency adequate for prompt discharge of business. Several laid 
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emphasis on regularity of meetings and choice of the same day each month as 
the key to high attendances. Evidence on the length of meetings indicated that 
much depends on the adequacy of the preparatory work by officers. If papers 
setting out the matters for consideration and recommending possible courses of 
action are circulated in good time before meetings this helps to keep discussion 
to the point and speeds up business. Most boards seemed content with the length 
of meetings, although some of the boards for smaller groups commented that 
they tended to go on rather longer than was strictly necessary. Some boards 
thought that there was no substantial delay in implementing decisions, provided 
that committees were given powers to make decisions and were not confined to 
making recommendations to the board. Others who followed the latter procedure 
also claimed that there was no undue delay, even though there could be an 
interval of five weeks between the first discussion of a matter in committee and 
the conveying of the decision approved by the board to those responsible for 
carrying it out. (If the matter were deferred for further consideration or investi- 
gation this period might be increased to nine weeks.) 

Our Comments on Meetings of the Committees and the Board 

97. We endorse the view that membership of more than one committee will 
help the member towards a broader view of the responsibilities of the board. 
Subject to what we have already said about the size of boards, the time that 
members can be expected to devote to their duties, and our comments later on 
committee structure (paragraphs 117 to 126), we think that members can 
reasonably be expected to accept membership of not more than two standing 
committees. We also endorse the views expressed about regularity of meetings, 
careful selection of dates, and on their timing during working hours, in the 
absence of any specific evidence that this was acting as a deterrent to potential 
members. 

98. We accept that monthly meetings are desirable at the larger groups, 
although we would not want to discourage the boards at smaller groups from 
two-monthly meetings where the business can be transacted efficiently on this 
basis and provided that there is effective delegation of authority to officers. With 
regard to length of meetings, we were interested to find that some of the very 
largest groups with teaching responsibilities can, on average, complete their 
business within one hour at board meetings and one to one and a half hours at 
committee meetings. While it is not practicable to lay down strict rules, we 
suggest that all boards should aim at keeping within these figures and should 
at aU costs avoid meetings extending much beyond two hours. Our recom- 
mendations for a reappraisal of functions of boards and delegation to officers 
should help towards this aim, but equally important is the actual presentation by 
officers of matters for discussion at meetings. Too often officers are content to 
put forward (and boards to accept) either a letter raising a problem or an oral 
report, based perhaps on some earlier reference in the minutes. This probably 
means that members are not fully aware of all the factors which should be taken 
into consideration until they come to the meeting and their officers explain the 
situation; if all the information is not then available consideration of the prob- 
lem may have to be deferred until the following meeting. At some groups there 
was a tendency for matters regularly to be brought to committees for noting 
before officers had commenced their enquiries ; this seems to us a waste of time 
unless there are special circumstances to justify a preliminary notice to members. 
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99. We recommend that boards should, in consultation with their officers, 
review the arrangements for the presentation of material to them to ensure that 
members have, in advance of meetings, a comprehensive statement of any matter 
on which they are being asked to give considered views. Such a procedure should 
help to reduce the number of items deferred for further investigation and thus 
expedite business. This is a field in which training might be profitable in order 
to establish techniques of presentation. Any training courses could usefully 
explore techniques for the preparation of minutes and agenda, as well as other 
written material. 



Time Spent by Members other than at Meetings 

100. Not unexpectedly boards had some difficulty in assessing the average 
time spent monthly by members on duties other than attendances at meetings 
e.g. hospital visiting, informal talks with officers, opening ceremonies, etc., but 
the few that did comment provided fairly uniform estimates. These estimates 
were sought in a form so as to exclude two items that can vary very widely, 
namely travelling time to and from their duties and “home reading” of papers; 
they also excluded “peripheral” activities not directly related to board work, 
but arising because the individual is a board member (e.g. attendances at 
Whitley Council meetings, local authority functions). On hospital visiting, the 
average member spends between one and three hours; on informal talks with 
officers (primarily the briefing of conveners of committees for meetings) between 
one and four hours. (One or two conveners do, however, spend as much as eight 
to ten hours.) 

Time spent by Members at Meetings and on Other Dnties 

101. Few boards attempted to provide total figures for the time spent 
monthly by members on all their functions. An examination of the number, 
length and frequency of meetings of boards and their standing committees, 
and the estimates provided by boards of time spent on other duties showed that 
at the majority of boards the time expected from members did not exceed 9 hours. 
This total does, however, exclude time spent on attendance at sub-committees 
for which we do not have figures, and we think that the estimates may be on the 
low side. It was not uncommon for conveners and Chairmen at the larger board 
to spend between 10 and 15 hours monthly (excluding sub-committees); one 
convener was devoting 40 hours and one Chairman 50 hours. 

Our Views 

102. We reconunend that all boards should, when reviewing their committee 
structure and practice, bear in mind the need to keep below the recommended 
limits in paragraph 40 for all members and conveners, and to restrict the calls 
upon Chairmen so that they will not greatly exceed what is expected from 
conveners. Where members spend relatively more time on travelling, the time 
required for actual attendances should be lower. Our other recommendations, 
if accepted, should make it possible for members to spend somewhat more time 
on hospital visiting functions than has been the practice hitherto, and somewhat 
less on meetings. Since the limits were framed to cover the largest Regional 
Board, many smaller Boards of Management should find it possible to restrict 
the time expected to a much lower level. 
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An Analysis of Commitfee Structure 

103. We set out below evidence received from the 51 boards on (i) the number 
and size of committees, (ii) the functions of committees and (iii) the use of 
“house” committees. Thereafter we comment upon “house” committees and the 
analysis of the committee structure as a whole. The majority of boards have 
either a purely “functional” committee structure (i.e. where the business is 
allocated to committees on the basis of the particular function, e.g. medical 
services, finance) or a system of “house” committees (where business is sub- 
divided on the basis of hospital units) combined with the finance committee, 
which boards are required to have, and fairly often with one or two other 
“functional” co mmi ttees. 

(i) The Number and Size of Committees 

104. The Tables in Appendix IV show the distribution of numbers of com- 
mittees and numbers of members by size and type of hospital group. While the 
larger “teaching” groups generally tend to have more committees than the other 
two types of group, there is no apparent correlation between the size of the group 
in terms of numbers of beds and the number of committees or size of member- 
ship. Indeed, there are relatively large groups with a smaller number of com- 
mittees, or with committees of fewer members, than many smaller groups. Nor 
does a large number of committees mean that each will have a smaller number of 
members or vice versa. Furthermore, since almost all boards expressed satis- 
faction with their existing structure, we received no guidance as to the best 
pattern for each size and type of group. 

105. To supplement the information contained in the Tables, we obtained 
the numbers of groups with “house” committees or visiting committees as 
follows: 



Type of Group 


Groups 




With House 
Committees 


With Visiting 
Committees 


Without 

either 


With Major Teaching 
Kesponsibilities . 


7 


2 


3 


General .... 


8 


4 


13 


Mental .... 


5 


3 


6 



The functions of the “house” committees differ from that of visiting com- 
mittees in that they extend beyond hospital visiting. Quite a number of the 
twenty-two groups without either type of committee have some form of duty 
rota for members visiting hospitals. 

(ii) The Functions of Committees 

106. In order to examine the distribution of functions to committees in all 
the groups, we classified the committees in terms of their titles and the table 
below shows the order of frequency in which the most common titles appeared. 
In most instances the functions are evident from the title, but we have appended 
notes where they are not. The titles did in fact vary more than the classification 
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indicates and those shown are the ones most commonly used for the function 
concerned. 



Title (Function) of Committee 


Frequency 
within the 51 groups 


Remarks 


Finance ..... 


51 


Combined with General 
Purposes in 1 5 groups 


General PurposesC’-) 


29 


Combined with Finance 
in 15 groups 


Planning, Property, Works 
and Buildings 


23 


Including half of the 
“teaching” and (approx) 
one third of the 
general groups 


Medical or Medical Services 


20 


Including all but one 
“teaching” group 


Nursing or Nursing Services 


19 




Chairman’s (or Emergency)(“) . 


18 


Including 9 groups which 
also have a General 
Purposes Committee 



(1) This usually covers all those matters not dealt with by other committees, or matters which affect all services and 

which can be more conveniently dealt with in committee rather than at a full board meeting. In smaller groups it 
may be the main “executive” committee ; in larger groups with several committees its functions will be residual 
or general. . 

(2) This normally consists of the Chairman of the board and the conveners of all committees. At many groups it 
is called only when a special need arises and often is used to approve proposed action by officers on urgent 
matters which cannot await the regular meetings. 

107. In addition there were 36 Committees, spread over 23 groups, with 
names including functions other than those specified above. They are clearly 
a factor influencing the number of committees per group, since eleven out of 
fifteen groups with five committees or more had at least one in this category 
and several had two or three. The most frequently recurring functions in 
descending order of frequency are establishment (stalling, conditions of service, 
etc.), farms, market gardens or estate functions (mainly in mental hospital 
groups), civil defence, prescribing and endowments. 

108. It is not possible to cite typical examples for each kind and size of group 
with a functional committee structure, but the varied allocation of functions 
can be illustrated by the following examples: 

(a) general groups 

One finance committee or two committees covering finance and general pur- 
poses, mainly in the smaller groups; or in groups of any size, four or five 
committees embracing finance, general purposes, and two or three other functions 
e.g. building, medical, and nursing. 

(b) mental hospital groups 

Either one or two committees for finance and general purposes; or else three 
or four committees covering finance, general purposes, possibly building and 
one from the “estates” group (e.g. farms). 

(c) groups with major teaching responsibilities 

Four to seven committees embracing finance (or finance and general purposes), 
almost invariably a medical committee, probably a nursing and a planning 
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committee and possibly a chairman’s committee and one from the “miscel- 
laneous” category. 

For groups with a “house” committee system, the allocation of functions is 
even more widely variable. On the one hand, there are groups with several house 
committees and only one functional committee; on the other, there are groups 
with a complete range of functional committees in addition to house committees. 



Some General Points Made in Evidence 

109. Despite the wide disparity in committee structure and size of member- 
ship among groups of broadly similar size and type, most boards professed 
themselves satisfied with their existing arrangements, and of these a fair number 
indicated that there had been no significant change in committee structure since 
the start of the service. Most boards agreed in principle that the number of 
committees should be kept to the minimum, but the variety of practice pre- 
vented any general agreement as to what the minimum should be. Some wit- 
nesses pointed out that too many committees could give rise to overlapping of 
functions and repetition of discussion thereby wasting members’ and officers’ time. 
Others suggested that committees and sub-committees were sometimes given 
“speciahst” functions, which voluntary members could not really undertake. 
Consequently the function had to be performed by officers and the committee 
acted only as a channel for transmitting expert advice. 

(iii) “House” Committees 

110. Before making recommendations on committee structure, we think it 
advisable to deal first with “house” committees, since they are such a major 
element in determining the total number of committees. We have already 
referred to the variety of structure in groups that favour “house” committees 
but we are concerned here with their contribution to the overall management of 
the group. We should, however, mention that, of the fifty-one boards, twenty 
had house committees; this included seven of the twelve “teaching” groups and 
about one-third of each of the other two categories. 

111. “House” committees may, or may not, have executive powers, but in 
Scotland the great majority do not and therefore can only recommend to the 
board. If they have powers, they may operate similarly to a functional committee 
with powers ; if not, their main function appears to be to establish an identifiable 
link between the management body and the staff at hospitals. 

112. The advantages and disadvantages of “house” committees have been 
discussed fully in many quarters already. The Bradbeer Committee d) did not 
favour “house” committees with executive powers in England and Wales, and 
some time previously (1949) the Ministry of Health had issued a memoran- 
dum recommending that they should not be given powers. No similar memo- 
randum was issued in Scotland because house committees were not extensively 
used there. The Guillebaud Committee were opposed to “house” committees 
with powers on the grounds that there was insufficient room within a group for 
two bodies with executive and spending powers, and since they felt that the 
demand for such powers sprang from defects in the structure e.g. insufficient 
delegation of powers to hospital secretaries (i.e. officers). The Bradbeer and 

(1) Report of the Committee on the Internal Administration of Hospitals; Ministry of Health. Central Health 

Services Council, published by H.M.S.O. (1954). 
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Guillebaud Committees thought, however, that “house” committees without 
powers could serve a useful purpose, e.g. in furthering the welfare of the patient 
by maintaining a link with Leagues of Friends, in public relations within the 
community and in maintaining contact between the management body and 
staff. 

113. We heard much evidence both for and against “house” committees, 
although it is true to say that many of those who favoured them had had no 
experience of a functional committee structure. Moreover, many qualified their 
support by stating that “house” committees were suitable only for certain types 
of larger groups. The principal arguments in favour were that a hospital is more 
easily understood and identifiable as a unit than a hospital group; that the 
existence of a “house” committee helps to maintain the morale of the staff at 
the hospital, particularly the matron, and that “house” committees are useful for 
the discharge of day-to-day responsibilities in the running of the hospital. The 
committees could also help to facilitate communication between the manage- 
ment body and the individual hospital, thus making for more efficient work and 
better morale, particularly at the smaller hospitals which might otherwise feel 
themselves dominated by the larger hospitals. In addition the point was made 
that if executive powers were given, decisions could be taken as close as possible 
to the level at which they were to be implemented, and this would make for 
efficient administration. 

114. Witnesses who were against this system pointed out that it led to much 
repetition of discussion since most matters of any significance had to be discussed 
in whatever functional committee was also concerned and possibly also in the 
finance committee. They suggested that it could make the task of consideration 
by chief officers more difficult and that “house” committee members might press 
the claims of their own hospital against the interest of the group as a whole. In 
relation to committees with powers, we heard of the problems which can arise 
in relation to authority for expenditure. We were given a picture of the working 
of a large board with “house” committees (without powers) which is probably 
not untypical. About half the members sit on the finance committee and about 
one quarter on each “house” committee, to which “outside” members are 
frequently co-opted. Matters referred to the “house” committees (or originating 
there) are discussed, then passed to the finance committee where they are again 
discussed, then passed to the board. There the finance committee minutes are 
read through, and any member may stop the reading at a point which he wants 
to discuss. Thus the same matter can be fully discussed three times before formal 
approval by the board. 

Our Comments on the “House” Committee System 

115. We are not in favour of “house” committees, with or without powers, for 
the following reasons: 

(a) They are wasteful of members’ and officers’ time and lead to additional 
delay within the board and committee structure before a decision emerges. 

(b) They encourage members to intervene in decisions of day-to-day 
management which we consider should be left to officers. We accept the 
principle that decisions should be taken as close as possible to the level 
at which they are implemented but we think that the persons making such 
decisions should be the officers, unless they are sufficiently important to 
warrant reference to a group “functional” committee. 
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(o) The existence of a system of boards and committees at two levels 
(region and group), with the functions which we envisage, should enable the 
voluntary member to make a full contribution. To add a third level (hospital 
units) is more likely to cause confusion than lead to efficiency, particularly 
if “house” committees are given powers. Furthermore, there is the risk that 
they will cause fragmentation of the group and make the problems of group 
administration even more difficult. 

(d) We doubt whether the existence of a “house” committee is, of itself, 
a major contributory factor in morale. But staff must feel confident that 
they have a channel of approach to the governing body which is accessible 
and considerate. We suspect that too often the “house” committee has 
become a device for covering up defects in internal administration which 
should be put right at source i.e. by more effective manageinent by officers. 
We do not think that the extension of activities by members into the internal 
administration of the hospital will help to resolve these difficulties, since 
this can lead to confusion of responsibility. We trust that our recommen- 
dations in Part V on the allocation of responsibilities among chief officers 
and on the co-ordination of activities at this level will provide a starting 
point for reviews of internal administration which are aimed at improving 
communications and morale. 

(e) We do, however, regard personal contacts between members and 
officers as of first importance, and in recommending a planned visiting 
policy (paragraph 75) we have very much in mind the opportunities which 
this presents for such contacts. We suggest that boards should from time 
to time review their arrangements, e.g. for consultations through bodies 
representative of the various staff interests on matters which affect the 
interests of the staff, or on matters of management to which the staff can 
make effective contribution. The purpose should be to ensure that the 
governing body is identifiable, collectively and individually, and that internal 
management is conveying their policy and decisions effectively to the staff 
concerned. The morale of smaller units can be helped by such obvious steps 
as relatively more frequent visiting by members, and the holding of meetings 
there, at which members can meet staff. 

(f) An argument advanced in favour of “house” committees is that they 
contribute to a lively local interest in hospitals, and help to encourage 
voluntary bodies e.g. the League of Friends in their activities and the 
raising of funds for amenities. Moreover it is pointed out that such bodies 
can contribute greatly to the welfare and morale of patients and staff alike. 
We do not agree that “house” committees are necessary for this. The co- 
ordination of the efforts of the various voluntary bodies in relation to 
particular units within the group should be the primary responsibility of 
officers, although boards may wish to designate individual members or 
groups of members to act as a liaison between the board and such bodies. 
Any group activity necessary on the part of members can be achieved 
through the board and the functional committees. 

(g) Lastly, we cannot see how it is possible to establish a compact and 
efficient committee structure in any group of other than the smallest, if 
“house” committees are established. 

116. Accordingly we recommend that boards with “house” committees 
should, when reviewing their overall committee structure as recommended in 
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paragraphs 117 to 126, dispense with them but at the same time take steps to 
ensure that any functions which should be continued are re-allocated between 
members and officers on the basis of the reappraisal of their respective responsi- 
bilities. 

Our Comments on the General Committee Structure 

117. The analysis of the existing committee structure and the evidence 
received from hospital authorities did not point to any clear conclusions nor 
did function or size of the area in which the group is situated appear to have any 
significant effect. In view of the disparities in practice, we made some enquiries to 
ascertain whether there were hidden factors which might have influenced the 
choice of system including historical factors at the appointed day or earlier. 
This did not, however, reveal any positive influences. Furthermore, the evidence 
obtained during our research studies seemed to suggest that the efficiency of 
internal administration could be good or bad, regardless of committee structure. 

118. Since existing practice gave no positive indications as to the best 
practice and revealed wide variations in numbers of committees, and in the 
absence of any satisfactory evidence to show that a large committee structure 
facilitated the work of the boards, we thought that it would be best to go back 
to first principles, and try to determine a system for the majority of the larger 
groups, including those with major teaching responsibilities. Thus we would be 
able to set an upper limit for the size of the committee system. The two main 
factors appeared to us to be the size of the management task and the nature of 
the functions involved. 

119. With regard to the size, we concluded that, notwithstanding what we 
have said about a reappraisal of the functions of boards, the task is too large 
for the boards of the larger groups to carry out without sub-division and 
allocation to committees, and we accept, for all sizes of group, the need for a 
finance committee to exercise a more detailed and close control than is practic- 
able through the board itself. As with the sub-division of management functions 
within any large organisation, the breaking down of the board’s management 
function into separate parts is, in our view, desirable only where the functions 
are too large and complex to be handled in any other way. All such sub-divisions 
give rise to problems of co-ordination and communication, dangers of over- 
lapping and duplication — and the dangers are in our view more pronounced at 
this level than within the internal organisation itself. The larger the number of 
committees, the longer the delay tends to be between initial consideration and 
decision and the greater the danger of wasted effort. Moreover, the work of 
servicing a large number of committees may absorb a significant amount of the 
time of chief officers. We have already discussed (paragraphs 58 to 73) the 
position of chief officers in relation to the board and committees, but we should 
like to point out here that they should not be so entirely absorbed in the servicing 
of committees that their management and other functions suffer. The more 
committees there are, the greater likelihood there is that this will happen. We 
think that the number of committees should be kept to the lower extreme of 
what experience has shown to be practicable. 

120. With regard to the principal functions of the boards, we examined these 
in order to see whether they suggested a basis for a committee structure. It 
seemed to us that they fall under three heads — the supervision of medical and 
allied services and patient care in the hospitals, coupled with major staffing 
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questions requiring the attention of the board; the financial control of hospital 
expenditure; and the supervision of hospital buildings, services and equipment. 
We think that, for the boards of the larger groups, this provides a suitable 
starting point, even for the largest general or “teaching” groups. Of the three 
principal committees the first, dealing with medical services, nursing and patient 
care, would handle the functions normally dealt with at present by the general 
purposes, medical, and nursing committees. The works committee would carry 
out the functions at present performed by various committees under the names 
planning, building, property, and works. The finance committee would continue 
as previously and would have responsibility for matters relating to endowment 
funds. Of the miscellaneous functions, most could probably be undertaken by 
the finance committee. Many of the other functions at present carried out by 
members in committees or sub-committees could, in terms of our recommend- 
ations, be left to officers working in committee or individually, and reporting 
periodically to the committees of the board. 

121. On the basis of our recommendation (paragraph 80) that the minimum 
membership of Boards of Management with more than 700 beds should be 
15, and of our recommendation that there should not be more than three 
standing committees, we think that the membership of the standing committees 
including ex officio members should not exceed 10. This figure has been fixed in 
the knowledge that actual attendances may be somewhat less. It may neverthe- 
less be desirable to have — within this limit — a slightly larger membership for 
the first of these committees, say 9 or 10, as compared with 6 to 8 for the other 
two committees, (committee membership where Boards have a smaller total 
membership would be proportionately smaller). This structure would require 
individual members to attend not more than two standing committees in 
addition to meetings of the board; this conforms generally with what evidence 
commends as reasonable. Moreover, if meetings of the board and committees 
do not normally last longer than the recommended limit of two hours, the total 
time spent on meetings by the individual member should be well within the limit 
which we have recommended even when allowance is made for attendances at, 
say, one sub-committee or ad hoc committee. The restriction of the number of 
the standing committees to three wiU, we consider, enable members to get a 
broader view of the board’s functions, since most will be serving on two out of 
the three principal committees. 

122. We do not favour the establishment of a Chairman’s committee as we 
think that this enlarges the formal structure unneccessarily. We recommend that 
urgent matters should be dealt with by chief officers, who would only consult 
with the individual convener, or the convener and the Chairman, on matters of 
major importance. In terms of what we say later about delegation of responsi- 
bilities to officers, we hope that the need for such consultations will diminish 
as time goes on. 

123. With regard to sub-committees and ad hoc committees, we had difficulty 
in distinguishing between “permanent” and “temporary” committees, since some 
boards classify all committees other than standing committees as “ad hoc" even 
though they may be just as permanent as the standing committees. We think that 
boards are generally alive to the dangers of multiplication of “temporary” 
committees but some favour extensive use of standing sub-committees. Before 
setting up committees of either kind, we think that boards should consider very 
carefully whether the functions which they are asking such bodies to perform 
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could not be better undertaken by officers or by expert committees of advisers. 
We recognise that there are a few matters on which it may be desirable to have 
members acting rather than officers, e.g. selection committees for certain appoint- 
ments, but even for this purpose the device must be used with great caution, in 
order to avoid too heavy a burden on members. At all costs boards should 
avoid the obvious pitfall of setting up a committee as an alternative to coming to 
a difficult decision, or simply to obtain information which should have been 
collected before the main committee were asked to consider a matter. 

124. For the smaller groups, it should normally be possible to conduct the 
business adequately with two standing committees, the allocation of functions 
being determined by the boards concerned. For the smallest groups, we would 
expect that it would suffice to have a finance committee only, and to deal with 
the main management functions on the board itself. 

125. For the largest category of groups consisting mainly of mental beds, 
we do not think that more than three committees should be necessary, and 
indeed for some of them two might well suffice. For smaller groups of this 
category, our views are the same as for other kinds of groups. 

126. We recommend that all boards should review their committee structure 
with a view to reducing the number of main standing committees to three or 
less, and to ensuring that any sub-committees (or “permanent” ad hoc com- 
mittees) are not set up to carry out tasks which could be better performed by 
officers. Membership should also be reviewed in the light of our comments 
above. Where ad hoc committees are set up, they should be disbanded as soon 
as their particular tasks have been completed. We would suggest that boards in 
carrying out such reviews should bear in mind not only our recommendations 
about the respective functions of members and officers, but also our comments 
in Part V (paragraphs 244 to 247) on the provision of advice on medical matters 
to hospital boards. 

Joint Committees 

127. We refer to Joint Planning Committees with Regional Boards in Part 
IV and to co-ordinating committees with the other main parts of the health 
service (Local Health Authorities and Executive Councils) when we deal with 
relationships with such bodies in Part V. Other forms of joint committee are 
so rare that we do not feel that we can make any useful comments. 

Standing Orders and Procedure 

128. All boards are required by regulations made under the Act to have 
standing orders and the majority follow a fairly well defined pattern that calls for 
no comment. One or two have supplemented them with detailed administrative 
and accounting procedures primarily for use by officers in internal administra- 
tion. Evidence indicates that business is transacted by most boards and com- 
mittees with no more formality than is necessary for its efficient dispatch. Few 
boards have had occasion to invoke standing orders but almost all regard them 
as a useful long-stop against possible difficulties. Their precise form does not 
appear to be significant, except insofar as they prescribe the delegation of 
responsibilities to committees or officers. We have no comments on either the 
form of the orders or general arrangements for procedure at meetings. 
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The Delegation of Powers to Committees 

129. On the question of powers delegated to committees by boards, the 
evidence was unspecific; many groups stated that the board retained responsi- 
bility for “major poKcy” only, but left this undefined. Where boards had defined 
the extent of delegation in standing orders, they had less difficulty in answering 
our questions. However, it seems that at slightly over one third of the boards 
in the sample, no powers are delegated, at another third there islimiteddelegation, 
and at the remaining third delegation varied between “reasonable” and “exten- 
sive”. The pattern is further complicated in that at some boards the extent of 
delegation appears to vary widely and according to no evident rules; for example 
more important decisions may be reached in committee, and less important ones 
referred to the board for approval even where there does not appear to be 
urgency. Boards in general expressed satisfaction with existing practice, 
although several pointed out that there should be as full delegation as possible. 

Our Comments on Delegation of Power to Committees 

130. We should like to distinguish clearly between delegation of powers to 
committees, consisting of members, and delegation of responsibilities to officers. 
With regard to the latter, we have expressed our preference for definition of the 
management functions of the board (and committees), thus leaving the remain- 
der, including all day-to-day management to officers. If the management body 
allocates its own task to committees, we think that it should specify the allo- 
cation sufficiently clearly so that overlapping of functions between committees 
will not arise, and so that the internal administration will know clearly the 
responsibilities of each committee. This is equally important whether com- 
mittees have powers to decide or simply to recommend to the board. 

131. We favour delegation of powers to committees within defined board 
policy both in the interests of expediting business and of giving them a greater 
measure of responsibiUty, so that their members will feel that their work in 
committee is making a significant contribution. If most members serve on two 
of the three standing committees, we think that they will be sufficiently aware 
of aU the implications of their decisions for the board as a whole to avoid the 
danger that the committee would act independently of the board or reach 
decisions unlikely to be acceptable to the latter. The extent of delegation should, 
we consider, be reviewed in the light of our recommendations in Part I on (a) 
the establishment of broad aims, (b) the setting of specific objectives, and (c) 
the assessment of progress towards them. We regard (a) as the task of the board 
as a whole (if need be, after consideration by committees), (b) as a task primarily 
for committees on the basis of declared aims, but one on which they may want to 
have general approval from the board; (c) would be almost entirely for com- 
mittees, save where progress was so far removed from expectations that the 
board should have their attention specially drawn to it. 

132. The board itself will also have certain formal responsibilities and 
examples are cited from the evidence of the Institute of Hospital Adminis- 
trators (Scottish Division), namely approval of committee minutes ; consider- 
ation and, if thought fit, approval of recommendations therein; the nomination 
of representatives of the board to other bodies; the approval of documents for 
signature under the Seal of the board; reports from and business with other 
bodies; the appointment of principal officers; and any matters not within the 
remit of a standing committee. 
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133. All matters other than the above and other than items which can readily 
be recognised as being of major importance to the board, should, in our view, 
be delegated to committees, which should make their own decisions, if necessary 
after consultation with the other interested committees. We are not suggesting 
that it is desirable or practicable to have a rigid or inflexible line of demarcation 
between the kind of decisions that should be made by boards and committees 
respectively. Although some boards have found it possible to define allocation 
of function as between committees — and we commend this practice to all 
boards — we think that the degree of authority within a particular function is 
very difficult to define in the field of general management. It can, however, be 
defined in specific fields e.g. financial limits on expenditure or building, or 
authority to appoint, promote etc., staff above the levels delegated to officers. 

134. Accordingly we recommend the maximum degree of delegation of 
authority to committees, consistent with the overall responsibility of the board, 
and we think that a clear definition of the allocation of functions between 
committees will help towards this. So also will any definition of the extent of 
delegated authority, although we feel that at this stage of development this is 
practicable only in certain contexts. 



The Location of the Boardroom and Group Office 

135. At about two thirds of the “teaching” and general groups the board- 
rooms and group offices are separate from their hospitals, as compared with 
only one third of mental hospital groups. While most boards with boardrooms 
and offices situated away from hospitals state that this has no adverse affect on 
their practice, the others with offices at the main hospitals emphasise the positive 
advantages of this arrangement both for members and staffs. It helps members, 
they say, to identify their activities with the hospitals themselves, encourages 
closer liaison between group and hospital staff, and promotes greater efficiency. 
One or two boards with offices sited away from hospitals recognise the advan- 
tages of having them at the hospitals, but cannot do so because of lack of 
accommodation or because of geographical difficulties e.g., the hoards in 
Argyllshire. 

Our Comments 

136. We strongly favour the siting of the group office at one of the principal 
hospitals; this will help to identify the group administration as being closely 
related to the hospitals themselves — a matter which is important both from the 
point of view of communications and morale. While it is convenient to hold 
board and committee meetings at the same location as the group office, we think 
that there is much to be said for holding some of the meetings at least at the 
different hospitals within the group, so that members have additional oppor- 
tunities to visit them and get to know the staff. 

Relationships and Communications between Boards of Management 
AND Regional Hospital Boards 

137. Since this important subject affects both categories of board, we deal 
with it in Part V (paragraphs 260 to 271). 
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Communications with the Press and Public 

138. About half the boards stated that they have no specific arrangemerits for 
dealing with Press, television, broadcasting etc., queries. Of the remainder, 
slightly over half have one officer (usually the Secretary and Treasurer or Medical 
/Physician Superintendent) responsible for co-ordinating information, ^d in 
the remaining groups the responsibility is shared jointly between these officers, 
and sometimes also with the Matron. Press releases are often approved 1^ the 
board (or Chairman) before issue, but on less important matters, the officers 
release information on their own responsibility. Any broadcasting or television 
queries would probably go to the board or Chainnan. With regard to the atten- 
dance of the Press at board meetings, the majority of boards do not encourage 
attendances but issue Press releases after meetings. There are, however, an 
appreciable number who do have the Press present at meetings and a few also 
who hold a Press conference afterwards. 

139. With regard to private enquiries about patients, many boards have well 
defined procedures, and a few have gone the length of preparing small booklets 
about the hospital service for prospective patients or relatives of patients. (We 
did not make detailed enquiries into this aspect as it goes rather beyond our 
terms of reference.) Again, we did not look in detail into the arrangements for 
publicity for careers within the hospital service although we did note that most 
of the hospitals with nurse training units have extensive leaflets of their own. 
Most boards have established links with schools and other educational institu- 
tions with a view to encouraging recruitment of nursing staff, and in some 
instances certain other categories of staff. 

140. While slightly more than half of the boards that expressed views think 
ri^at there is no need for specific arrangements for public relations with the 
Press etc., it is of interest to note that a study and research committee of the 
Institute of Hospital Administrators, in their Report “Committees and Com- 
munication” have set out detailed guidance on communications with the Press. 
In particular, they state that communications with the Press about patients 
should be made only by an officer charged with that responsibility who will have 
due regard to the principles involved. 

Our Comments on Communication with the Press and Public 

141. We recommend that only one officer within each group should co- 
ordinate public relations and act as a channel of communication with the Press 
etc. This should, however, not be taken to imply that he will necessarily frame 
the statement or take the decisions relating to the information which should 
be released since board members or other chief officials may be involved. Such 
an arrangement would prevent the danger of overlapping or contradictory 
statements being made from different sources. From the point of view of the 
Press this also has advantages in that they have a clear and recognised channel 
for such enquiries. This task could not justify the full time employment of a 
specialist in public relations, but the channelling of requests through one senior 
officer will enable that officer to develop skill in handling Press queries. This 
skill could be further developed through courses organised within the service. 

142. Lastly, we should like to emphasise the importance of developing a 
constructive policy on public relations, so that the Press will report improve- 
ments and new developments within the service, and not solely unfortunate 
mishaps. If, however, such mishaps do occur, boards must ensure that no 
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information is unreasonably withheld from the Press. (We deal further with a 
constructive policy on public relations in relation to Regional Hospital Boards in 
Part IV, (paragraphs 187 to 193).) 

The Handling of Complaints and Suggestions from Patients 

143. While the handling of complaints and suggestions from patients could 
be regarded as essentially a matter for the internal administration and thus for 
officers, we have already pointed out that the board has a responsibility for the 
oversight of the patient’s care and as a “consumer” council. We have, therefore, 
reviewed the existing arrangements, primarily in relation to the functions of the 
board. 

144. Complaints are most frequently made orally to the nursing staff and, 
if they relate to matters other than nursing care or matters which cannot be 
settled by enlisting the aid of the medical staff who are responsible for the medical 
care of the patient, the ward sister will report them to the matron. If they decide 
that prima facie the complaint requires investigation, it will be referred to the 
Medical/Physician Superintendent or Secretary and Treasurer, as appropriate. 
Should the complaint be so serious that it may give rise to legal action, a written 
statement may have to be obtained from the patient, or his legal representative, 
and thereafter the matter may have to be dealt with formally in correspondence 
between the service and the legal representative. Complaints can, therefore, 
range in gravity from those which might give rise to legal action, through the 
category which can be remedied by internal administration, to the trivial and 
frivolous. There is, however, ordinarily no recognised channel, known to 
patients or relatives, for the making of a complaint, or for further represent- 
ations, if they ate dissatisfied with the steps taken to investigate it. Indeed, it is 
doubtful whether the average patient is aware that there is a governing body 
controlling and managing the services provided for him. Nor are there any 
similar, recognised, arrangements for receiving suggestions from patients, who 
may be reluctant to trouble medical and nursing staff already fully preoccupied 
with their immediate tasks. 

Our Views 

145. Since this is a public service, we think that there must be a channel, 
known to patients and relatives, as well as to the internal administration, 
through which the public can make suggestions or complaints. We are not 
suggesting that patients are in general dissatisfied. Indeed, it has been pointed 
out to us that, in relation to the half-million in-patients discharged and the 
two-million new out-patients accepted each year in Scottish hospitals, the 
number of complaints that reach senior officers or board members is negligible. 
On the other hand, it can be argued that, as boards do not normally keep records 
of complaints and as most patients do not know how to proceed (their circum- 
stances are in any event likely to discourage initiative), the extent of any dis- 
satisfaction may be greater than the service realises. The growth of patient 
“pressure” groups and the complaints addressed to the Secretary of State, 
which can run to two or three hundred per annum, lend some support to the 
belief that there is room for improvement in the services rendered both generally 
and to the individual patient. We should emphasise, however, that we are not 
so much concerned here with the exercise of clinical skills for the treatments 
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of the specific disease or disability, but rather the comprehensive standard of 
care for the individual, with a view to restoring him his life within the com- 
munity as soon as practicable. 

146. We recommend that: 

(a) All boards should be required to institute a recognised procedure, 
known to patients and relatives, for the handling of complaints and sug- 
gestions. This procedure should cover both the internal administrative 
arrangements and those for representation or complaint to the board, 
where patients or relatives are dissatisfied with the steps taken by the 
internal administration. The procedure will have to take account of the 
possible legal implications arising from certain serious complaints ; 

(b) A Working Party should be appointed by the Secretary of State to 
devise such a procedure. So far as the practice of boards is concerned, 
speed in response to representations is of paramount importance. 

(c) Boards should obtain regular reports on complaints, classified accord- 
ing to their nature and importance and indicating the action taken, with 
two aims in mind. The first is to ensure that complaints from individual 
patients are being dealt with effectively ; the second is to ascertain in what 
respects the services provided are not meeting the needs of patients col- 
lectively, so that remedial action can be taken. (Most large undertakings 
providing services take pains to assess consumer reaction, and we can see 
no reason why the hospital service should not make use of this widely 
accepted management practice.) We are not, of course, suggesting that the 
patient is in a position to judge the success of the clinical skills which have 
been applied to him; but even in relation to the other aspects of patient 
care there is a very large field in which the service will find itself being 
judged by the public. 

147. Lastly, boards and officers should avoid the natural tendency to react 
defensively against any public criticism. In any service provided to the public 
complaints are inevitable, but they should be regarded as an aid to efficient 
management. Similarly with regard to suggestions, the service has a com- 
prehensive cross-section of the community as patients, some of whom should be 
able, from intelligent observation during the recuperative stages, to comment 
upon the running of the hospital as only the patient can see it. Full advantage 
should be taken of constructive comments from them. 



IV. The Committee Structure and Certain Aspects 
of Practice at Regional Hospital Boards 

148. It did not prove possible to assess the co mmi ttee structure and practice 
of Regional Boards in the way that we did with Boards of Management. Whereas 
with the latter we had a sample of 51 groups on which to draw for comparisons, 
there are only five regions, each differing appreciably from the others in terms 
of population, area, beds and other characteristics. Furthermore their differ- 
ences in committee structure and practice are affected not only by these factors 
but appear also to be influenced by the varying approaches of the boards (and 
their officers) when they were first established. Nor were we able to draw con- 
clusions from significant changes in committee structure at individual boards, 
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since at the time of our enquiries there had been relatively few changes in recent 
times, save in the Eastern Region. In 1957, the Acton Society Report^), in 
drawing attention to the diversity of opinion on the best method of organising 
the work of Scottish Regional Boards, commented that the Western Region had 
retained substantially unaltered the local authority system with which it had 
started, and that the South Eastern Region also had a similar committee structure. 
On the other hand, the Report indicated that in earher years the three smalier 
Boards had simplified their procedure quite noticeably. In the course of our 
enquiries, the South Eastern Region intimated certain changes in their committee 
structure, and we were informed later that certain Boards were reviewing their 
arrangements for co-ordination with the Universities. Most of these changes 
were taking place after we had taken evidence and were too recent for us to 
assess their effects or comment upon them. 

149. We concluded that, in these circumstances, an effective and accurate 
assessment would require a detailed analysis of the way in which each board, 
its committees and chief officers were carrying out their functions. This would 
have necessitated a major research study spread over a considerable period. 
Even if the resources had been available, we doubt whether such a study would 
be profitable at this stage of development, and we would prefer to see such 
resources concentrated on particular aspects of practice. 

150. We decided, therefore, to set out the evidence obtained on committee 
structure and practice through questionnaires similar to those sent to Boards 
of Management, to draw attention to differences, but restrict our comments to 
matters on which we had enough evidence for conclusions to be drawn. This 
inevitably presents a less balanced picture of practice than that at Boards of 
Management, and we should like to point out that where we have offered no 
comments, it should be assumed that practice is satisfactory, so far as we can 
judge. 

Some General Factors: the Size of the Western Region 

151. Before examining the committee structure we should like to refer to 
some general factors affecting the burden which falls upon boards and their 
officers, and in particular to the burden in the Western Region. The first is the 
rapidly developing building programme, which naturally raises major planning 
questions ranging over the whole field of the hospital service. This has already 
reached such dimensions in some regions that it is likely, by itself, to constitute 
a major test of the effectiveness of present administrative practice. Another is 
the planning, co-ordination and development of clinical teaching resources. 
This is in its earlier stages as yet, but is also likely to test efficiency within the 
next decade, particularly in the field of joint effort with the Universities, to 
which we refer in Part VI. A third factor is the size of the region and the extent 
of the teaching responsibilities, coupled with the number of Boards of Manage- 
ment acting as agents. 

152. We noted the comments of the Guillebaud Committee and the report 
of the Acton Society Trust on the distribution of regions. The former stated 
that any regional division was bound to be arbitrary in some measure, but that 
the selection of the regions had been done with care, regard being had in the main 
to geographical considerations, lines of communications, established teaching 

(1> “Hospitals and the State”, A. Report on an Investigation carried out by Professor T. E. Chester and Miss S. N. 

Joy on behalf of the Acton Society Trust, and published by the Trust in 1957. 
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hospitals, etc. A considerable amount of planning of consultant and other 
services had been carried out in the seven years preceding their report (1956) on 
the basis of the regions as they then existed ; and extensive re-arrangement of 
regional boundaries or the creation of new regions would, in their view, be 
wasteful and undesirable. 

153 The Report of the Acton Society Trust questioned some of these 
views.’ In particular, it expressed doubts about the validity of the assumption 
that it was necessary to have a teaching hospital linked with each English region 
(teaching hospitals in England and Wales are administered by Boards of 
Governors and are not controlled by Re^onal Boards), or that it must neces- 
sarily be situated inside the region. Again, with regard to size in relation to 
medical plurmin g , it pointed out that the two largest regions in England (the 
South West Metropolitan R.H.B. with 52 Hospital Management Committees, 
and the South-Western R.H.B. with 37 Committees) had divided themselves 
into Standing Area Committees (three and two respectively) and that this 
division included planning. It suggested that the great measure of autonomy 
already given at that time (1957) seemed to show that there would be compara- 
tively little dislocation if it were completely separated. It also asked, when the 
managerial functions of boards were considered, whether the size of some of 
them was not excessive, and pointed out that when meetings of Hospital Manage- 
ment Committee officers were held in the largest regions these became con- 
ferences instead of round table discussions. 

Our Comments on the Factors affecting the Burden on Boards; 

THE Size of the Western Region 

154. We recognise that there are many factors other than the practice of 
boards and their chief officers which must be taken into account in determining 
the distribution of regions. Nevertheless, the scope of the managerial functions 
which can be expected from a voluntary board is, in our view, a factor which 
must be taken fully into account. Another factor is the number of Boards of 
Management that can be compassed within the managerial span of the Regional 
Board, having regard to the closely related functions of both categories of 
boards. We discuss this in Part V (The size and constitution of hospital groups, 
paragraphs 275 to 278, and communications between Regional Boards and 
Boards of Management, paragraphs 266 to 271). We suggest there that the 
span is too great in the two larger regions, and the problem of communication in 
the Western Region is virtually insoluble with the present grouping arrangements. 

155. Subject to our later comments on a reduction in the number of groups 
in these regions, we consider that it is only in the Western Region that the 
administrative practice of the board is adversely affected by the extent of the 
responsibilities falling upon it. While it is not so large as some of the English 
regions in terms of population, we think that a population of three million, the 
grouping of hospitals under 37 Boards of Management and the extensive 
teaching responsibilities within the region are bound to make the task of the 
board and its chief officers a very heavy one. The evidence which we received 
confirmed our impression that, while the board and chief officers are working 
energetically on their problems, administrative practice is revealing signs of 
strain which are likely to be accentuated as the hospital plan and the building 
programme develop. 

(1) Book 4, Part IT, Regional Hospital Boards. 
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156. Since we concluded that the reappraisal of board functions and our 
other recommendations relating to practice will not of themselves solve the 
problem, we recommend that the Secretary of State should consider dividing 
the region into two separate regions of broadly equal size. Even if our later 
recommendations in Part V for reduction in the number of groups were accepted, 
each new region would ultimately contain twelve or thirteen groups and figures 
for population and staffed beds higher than those in the next largest Scottish 
region. We hope that, by confining the changes within the boundary of the 
existing region, it will be possible to minimise any dislocation of the planning 
of consultant and other services and of the building programme. 

157. In order to comply with the statutory requirement about the association, 
so far as is practicable, of the relevant services with a University having a School 
of Medicine, we recommend that each new region should include one of the 
two groups containing a major teaching hospital. Both new Regional Boards 
and the two Boards of Management with teaching responsibilities could thus 
establish a close association with the Medical School. 



An Analysis of Committee Structure 

158. The following table shows the allocation of functions between Standing 
Committees at the time of our enquiries ; 



North 
1. Medical 



2. Property & 
Works 



3. Finance 



4. General 
Purposes 



North-Eastern 
]. Medical 
Services 

2. Property & 
Works 

3. Finance 



Eastern 

1 . Policy and 
Planning 

2. Works and 
Buildings 

3. Finance & 
General 
Purposes 



4. Staffing 
General 
Purposes 

5. Reviewing and 
Grading 



South-Eastern* Western 



1. Medical 


1. Hospital 


Services 


Services 


2. Works and 


2. Hospital 


Buildings 


Staffing 


3. Finance 


3. Finance 


4. General 


4. General 



Purposes Purposes 

5. Establish- 5. Establish- 
ment ment 



* Two new Standing Commiltees have recently been added — ■ Medical Personnel (formerly a Sub-Committee 
of the Medical Services Committee) and Planning. 



Leaving aside the Eastern Region for the moment, we see some common 
features in all four other Regions, namely a Finance Committee, a General 
Purposes Committee and three out of four have a Medical Services or Hospital 
Services Committee and a Works and Buildings Committee (in the Western 
Region there is a Capital Estimates and Building Sub-Committee which reports 
to the Hospital Services Committee). The two largest boards have in addition an 
Establishment Committee. 

159. In three of these four Boards, the Medical Services Committee is 
responsible to the Board for the organisation, planning and development of the 
hospital and specialist services. In the fourth and largest — the Western Region 
— this function is split between the Hospital Services and Hospital Staffing 
Committees. The Works and Buildings Conmiittee is normally responsible for 
the formulation of the building and equipment programme, its execution and 
supervision of maintenance of buildings and plant. The extent to which the 
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Committee has powers to authorise new building projects within the programme 
approved for the board varies from Region to Region. The Finance Committee 
has responsibility for the financial arrangements of the board under the National 
Health Service Hospital Accounts and Financial Provisions (Scotland) Regu- 
lations, 1948, for the arrangements in connection with the central purchase of 
supplies and for the approval of supplies contracts. 

160. The General Purposes Committee is usually concerned with the making 
and variation of schemes for the exercise of functions by Boards of Management, 
the making and variations of schemes for appointment of members of Boards of 
Management, the appointment of such members and the administration of 
endowment funds and any other property held in trust. It is normally responsible 
also for the general arrangements for the administration of the board’s business 
including the review of its committee structure and sometimes has certain 
functions relating to the appointment and dismissal of staff. Lastly it deals with 
emergency issues which might otherwise go to the board but cannot await the 
next full meeting of the board; it may also deal with functions not clearly 
assigned to any other committee of the board. The Establishment Committees 
at the two largest boards are concerned with the domestic administration of 
the board’s own staff, the care and maintenance of their headquarter’s offices, 
equipment, etc., the appointment of all staff at such offices other than those 
specifically referred to other committees or dealt with by the board (e.g., the 
most senior officers). 

161. The organisation of committee work in the Eastern Region is some- 
what different from the other boards. A number of changes have taken place 
since 1948 in the organisation of the Eastern Region as a result of its annual 
reviews but perhaps the most significant is that leading up to the present com- 
mittee structure which dates from 1961. (The other regions do not have a stand- 
ing arrangement for an annual review but point out that they keep their organi- 
sation constantly under review and make changes when necessary.) In written 
evidence the board states that the present structure lays emphasis on the principal 
basic functions of the board — policy and planning, capital building develop- 
ment and financial control — and in the allocation of functions among the 
committees a distinction is drawn between the policy making and executive 
functions of the board. The objective has been to enable each question to be 
considered as a whole by one committee, in its policy and planning phase by 
the Policy and Planning Committee, and in its executive phase (where it lies 
with the board) by the Works and Buildings Committee and the Finance and 
General Purposes Committee. As will be seen from the above table, there are 
only three Standing Committees at the Eastern Region, each serving one main 
function. 

162. The South-Eastern Region have recently reviewed their committee 
structure and have established two new Standing Committees — the Planning 
Committee and the Medical Personnel Committee. The functions of both stem 
principally from these of the original Medical Services Committee. The Medical 
Personnel Committee which deals with medical, dental, etc. staffing — both 
existing complements and the planning of staffing for new developments — was 
formerly a Sub-Committee of the Medical Services Committee but has now been 
given full Standing Committee status. The Planning Committee has been given 
responsibility for the longer-term forward planning of hospital services, including 
matters of general policy and principle arising from it, the formulation and 
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planning of the major building programme (“major” means projects estimated 
to cost over £250,000). This latter responsibility includes the preparation of 
plans, estimates, etc. for the major building programme, also schedules of staff 
and the appointment of architects, surveyors, engineers, and other professional 
staff required in connection with this programme. The Committee is also 
responsible for the appointment of Joint Planning Committees for such major 
works as seem to them appropriate and for defining the terms of reference of 
members of such Committees. 

163. To some extent the functions of this Planning Committee are some- 
what similar to those given to the Policy and Planning Committee at the Eastern 
Region. While both are concerned with long-term planning, in the South- 
Eastern Region short-term planning remains the responsibility of the Medical 
Services Committee as well as the “executive” function of supervision of and 
management of hospital accommodation. The Medical Personnel Committee 
works out the staffing needs for the ordinary building programme, and approves 
the schedules for staff prepared by the Planning Committee for the major 
building programme. The Planning Committee in the South-Eastern Region 
does not, therefore, appear to have as wide powers as its equivalent in the 
Eastern Region, and the allocation of the staffing function to a separate full 
Standing Committee is more akin to the pattern of the Western Region with its 
Hospital Services and Hospital Staffing Committees. 

The Allocation of Functions to Sub-Committees 

AND AD HOC COMMITTEES 

164. The table below gives the number of the standing sub-committees at 
each region; it also gives figures for ad hoc committees as at 1st April, 1963, but 
it must be emphasised that the number of ad hoc committees varies from time 
to time, depending upon the needs. 





Northern 


North- 

Eastern 


Eastern 


South- 

Eastern 


Western 


Standing Sub- 
committees 


13 


4 


11 


5 


3 


Ad hoc Committees 


11 


5 


9 


16 


17 



The highest number of standing sub-committees is in the Northern Region (i.e. 
the smallest region in terms of population and beds) and the lowest number in 
the Western Region (i.e. the largest). On the other hand, the number of ad hoc 
committees is highest in the Western and lowest in the North-Eastern Region. 
If we take the numbers of all committees at each region i.e. standing committees 
and sub-committees, joint and ad hoc committees, we find that they are highest 
at the Western and Northern i.e. the largest and smallest regions. Among the 
two categories of committees shown above, the most commonly recurring 
titles (and functions) are mental health, nursing, maternity and child welfare, 
cancer services, laboratory services and civil defence. 

Joint Committees 

165. There are two main categories of joint committee. The first is the Joint 
Planning Committee, an ad hoc body set up to supervise the planning and con- 
struction of a particular capital building project. It consists primarily of rep- 
resentatives of the Board and of the Board of Management with the addition 
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of representatives of other bodies, e.g. the University, where appropriate. The 
second category covers a miscellaneous range of activity in which the committees 
have a co-ordinating role e.g. the Medical Education Committee (for liaison 
with the University), the Regional Laboratory Services Committee, and the 
Advisory Co-ordinating Committee for liaison with local health authorities. 
While the first category is found in all regions, the extent to which the second 
category is used in particular fields varies considerably. 

Our Comments on the Nature and Number of Committees 

166. In examining the Committee structure of Regional Boards, we considered 
in what ways the functions called for a different structure from that for a Board 
of Management. We concluded that, in general, the functions of the two cate- 
gories of voluntary board did not differ in broad principle, nor did we think that 
the emphasis of the Regional Board on planning, formulation of policy, and 
advisory function, as compared with the duty of the Board of Management to 
control and manage” a hospital group, should have a material effect. We did 
accept, however, that the volume of decisions of a fairly major kind was likely 
to be bigger at the Regional Board than at the majority of groups. On the other 
hand, Regional Boards have a bigger organisation and greater numbers of senior 
staff who should be able to carry a correspondingly heavier burden of respon- 
sibilities, and it is arguable that the greater volume of major decisions need not 
necessarily entail more work for committee members, if the work can be dis- 
tributed so that the board and committees can concentrate on the most impor- 
tant issues, leaving the others for officers within the defined framework of board 
policy. 

167. An examination of the principal functions of the Regional Board — 
within the general roles and contribution of the voluntary board to which we 
refer in Part II — provides a starting point for the allocation of the work 
between committees. 

They are ; 

(1) The planning of the hospital service 

(2) The provision of the specialist services 

(3) The hospital building programme (i.e. the 

provision of new buildings, or extensions 
and improvements to existing ones) 

(4) The control of hospital expenditure 

(5) The “house-keeping” activities — maintenance of buildings, plant, 

provision of supplies and equipment, replacement of staff and the 
other “establishment” activities; the provision of certain pro- 
fessional, technical or other services which are better organised on a 
regional basis. (The majority of these functions fall into the “manage- 
ment” category and some of them tend to overlap the equivalent 
work at Boards of Management.) 

We have omitted the provision of facilities for clinical teaching and research 
since this cuts across a number of the above functions and since we suggest 
special arrangements for this in Part VI of our report. In addition, there are 
certain other general functions, which at present tend to fall to a General 
Purposes Committee, along with “emergency” matters, e.g. the making and 
variation of schemes for the exercise of function by “Boards of Management” 
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and for the appointment of members to such Boards, and the review of the 
Regional Board’s organisation. 

168. The existing allocation of functions suggests that, in terms of volume of 
work and on the basis of existing practice, it is feasible to operate with a main 
committee structure of not more than five standing committees (although in the 
Western Region this is subject to our earlier comments). At the other extreme, 
and even with the broader allocation into “planning” and “executive” functions 
as practised at the Eastern Region, it seems unlikely that in the near future it will 
be possible even in the three smaller regions to carry out business efficiently 
with less than three standing committees. 

169. Experience, combined with an examination of the principal functions 
in paragraph 167, points to the following structure as one possible method of 
allocation that will keep the number of committees to the minimum: 

(a) Medical or Hospital Services Committee 'i These could be 

I covered by the one 

(b) Medical and Hospital Staffing (or Person- f committee in the 

nel) Committee j smaller regions 

(c) Works and Buildings Committee 

(d) Finance Committee 1 “General purposes” functions could 

be covered by either of these com- 

(e) Establishment Committee /’ mittees ; (e) may not be necessary at 

J the smaller boards 

Functions (1) and (2) in paragraph 167 would fall to committees (a) and (b) 
above; functions (3) and (4) to committees (c) and (d), and (5) would fall partly 
to committee (c) (building, maintenance etc.) and partly to committee (e) 
(staffing). 

170. On the other hand, it could be claimed that the functions in paragraph 
167 fall more readily into the allocation used by the Eastern Region. The Policy 
and Planning Committee could take functions (1), (2) and the broad planning of 
(3); the Works and Buildings Committee, the execution of the building pro- 
gramme and maintenance, i.e. the remainder of function (3) and part of (5); 
the Finance and General Purposes Committee would take finance functions (4) 
and the remainder of (5). The classification of function under such terms as 
“planning” and “executive” might be expected to give rise to more problems of 
definition than the allocation adopted elsewhere, but evidence from the Eastern 
Region indicates that this has not given rise to any real difficulty in practice. 

171. In the face of the increasing burden of management responsibility, the 
most obvious, and in our view the least satisfactory solution is to increase the 
numbers of committees (and possibly the number of members). It is interesting 
to note that one of the objectives in the reorganisation at the Eastern Region 
was to reduce the calls made upon members’ time, but this objective 
has not been achieved because of a special series of meetings on the hospital 
plan for the region. It is possible, however, that, but for the reorganisation, the 
time demanded from members might have increased considerably. 

172. We do not consider it possible at this stage in development to make firm 
recommendations about the nature and number of committees, and we would 
only recommend that boards should review their arrangements in the light of 
our earlier recommendations for a reappraisal of board functions, and endeavour 
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to keep the number of committees within the limits that experience has suggested 
as practieable, i.e. in terms of paragraph 168. On the allocation of functions, we 
were attracted by the system adopted in the Eastern Region and can see no 
fundamental reason why it should not operate in larger regions, although we 
should point out that some of our witnesses in these regions did not think this 
practicable. Nevertheless we do not have sufficient grounds for recommending 
it in preference to the systems used in the other regions. 

173. While boards in general professed that they were alive to the dangers of 
the proliferation of sub-committees and ad hoc committees, we did not feel that 
the evidence on practice supported this. Even when allowance is made for 
fluctuations in ad hoc committees, we find it difficult to understand why the 
Northern Region should need a greater number of sub-committees and ad hoc 
committees than the Western, or why it should require almost as many com- 
mittees of every kind as the Western Region. Had circumstances permitted, we 
should like to have carried out a detailed study of sub-committees and ad hoc 
committees, in order to ascertain to what extent members are able to make an 
effective contribution in such committees and whether they are being asked to 
undertake functions which should be carried out by officers. 

174. We recommend that boards should review carefully the functions 
remitted to sub-committees and ad hoc committees, in the light of our comments 
on the contribution that can be expected from the voluntary board member. 

175. With regard to joint committees, we consider that Joint Planning Com- 
mittees have already indicated that they can serve a useful purpose as a means 
through which a particular project, after approval in broad principle by the 
boards and other interested bodies, can be supervised during the more detailed 
planning and preparatory work. In this field, as in others, we think that members 
must concentrate on the functions for which they are best fitted, leaving officers 
to carry out the rest. The work of these committees and their relationships with 
officers might well justify a separate study in due course so that the best practice 
can be established for the benefit of all boards, based on general experience. 
We have no comments on other joint committees, except in relation to co-oper- 
ation with local health authorities and Executive Councils in Part V (paragraphs 
279 to 291). 

Meetings and Memberships of Committees 

176. Tables 1, 2 and 3 of Appendix V give information about the number of 
members on each standing committee and sub-committee (we did not seek 
evidence on membership of ad hoc committees, but details are included where 
these were given), and about the frequency of meetings. Since for a number of 
reasons it was not possible to build up a picture of the total time spent by 
members from this information, we asked Boards to make an assessment of the 
average time spent monthly by members and conveners on their duties and this 
is given in Table 4. 

177. With regard to numbers of members, in two Regions (the Northern and 
Eastern) virtually all members serve on all standing committees; in the others 
the size of the committees varies quite widely within each region. The infor- 
mation on which Table 1 was based suggests that, on average, most members 
will attend at three standing committees; many will attend at three sub-com- 
mittees or ad hoc committees, and some will have other commitments (e.g. 
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attendance at joint committees, Whitley Council meetings, Regional Appeals 
Committee, etc.). 

178. Table 2 (frequency of meetings) shows that three out of the five boards 
meet in full board every second month; the remaining two meeting monthly. 
In general, standing committees meet at least monthly, but a few meet fort- 
nightly, The average length of full board meetings does not exceed one hour 
and that of standing committees varies between half an hour and two and a 
half hours. Table 3 has been set out in a form to enable comparison with our 
recommendations in Part II (paragraphs 40 to 41) on the time that members can 
be expected to devote to their duties. 

179. With regard to the time of day for meetings, virtually all are held during 
the normal working day and, as with the Boards of Management, this seems to 
meet the wishes of the majority of members. The point is made in evidence that 
meetings in the evenings on the scale involved would put a heavy additional 
burden on senior oflScers. On the choice of dates of meetings and the combin- 
ation of board and committee meetings on the same day, practice varies 
considerably; all boards have fixed days in the month for particular standing 
committee and board meetings, but individual arrangements vary. In the 
Northern Region, where members travel unusually long distances, board and 
standing committee meetings are held on the same day every second month and 
the two standing committees which meet during the intervening month come 
together on the same day. Similarly in the Western Region, the board and three 
committee meetings are all held on the same day each month. In the North- 
Eastern Region, the board and medical services Committee meet on the same 
day and they state in their evidence that, where possible, meetings of other 
committees are planned for the same day — morning and afternoon — to suit 
the convenience of members. In the other regions most meetings appear to be 
held on separate days. 

Our Views 

180. We have no comments to offer on frequency, length or timing, apart 
from those already made in relation to business in committees at Boards of 
Management and apart from suggesting that meetings at more frequent inter- 
vals than monthly should be avoided, wherever practicable. Chief officers appear 
to be fully aware of the need to arrange meetings to suit the convenience of 
members and to keep to the minimum the total number of attendances by 
members. We would, however, ask boards, in arranging meetings, to bear in 
mind our recommendations about the time that members can be expected to 
devote to their duties. 

181. With regard to the size of membership of standing committees, while 
there are significant differences among regions, reflecting mainly the system of 
working and the volume of business, it is interesting to note that numbers are in 
general no greater than are found at groups. We consider that membership should 
generally be kept within the limits which we have recommended for the larger 
committees at Boards of Management (paragraph 121) i.e. 10, except in the 
major policy and planning committees, where two or three more members might 
be needed. We accept that, as in the Eastern Region, there may be advantages in 
having most members on all main committees so that they can have the broadest 
view of board policy, but we doubt whether their practice could be extended to 
any board with more than three main committees without putting an intolerable 
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load on meiiibars. We do not, however, agree with the view expressed by the 
Eastern Regional Board that powers should be exercised by a standing committee 
only if amajority of members of the whole board are present and vote accordingly. 
We recognise that a standing committee must be large enough (after allowing for 
possible absences) to enable a reasonable number of members to be present 
when exercising delegated powers on behalf of the board, but we regard this 
rule as too inflexible and as impracticable in the larger regions under existing 
committee systems. In our view, a membership of 10 out of a Board of 15 (or 12 
out of 18) should suffice. 

182. A comparison of Table 3 of appendix V (items 1 to 3) with our recom- 
mended figures for time spent monthly on board duties in paragraph 40 shows 
that, by and large, members are not being asked to exceed the recommended 
limits, but that conveners are in two regions (and are fairly near the limit in a 
third). Except in the Eastern Region, however, time spent on visiting is relatively 
low in relation to other activities. 

183. We accordingly suggest that boards, in reviewing their practice, should 
endeavour to keep within the limits recommended and to increase relatively 
the time spent on “purposeful” visiting of the kind to which we referred in 
paragraph 75, but related to the objectives which the Regional Board has in mind. 

Standing Orders and Procedure 

184. All boards have well-established Standing Orders governing procedural 
practice and some define the powers delegated to committees and officers. 
Evidence indicates that procedure is not more formal than necessary for the 
transaction of business, and that the great majority of opinion favours informal 
procedure, with Standing Orders available in reserve. Practice does not, in our 
view, call for any comment. 

The Delegation of Powers to Committees 

185. In all regions the allocation of functions to the standing committees 
has been defined in some detail, and boards state that no real problems of 
definition arise. With regard to delegation of powers, the extent of definition 
varies. It may consist only of definition by usage under which “major policy” 
matters and such matters as financial allocations to Boards of Management 
are retained by the board and the extent of delegation on all other matters is 
decided ad hoc during the course of business. Again, Standing Orders may not 
only define all matters within the particular field allocated to the committee 
but also state they are delegated fully to it (perhaps subject to some specific 
restriction e.g. a limit on the capital value of a building project that can be 
approved by the Works Committee). On the other hand, the written definition 
may give no delegated powers to committees and thus, in theory, they can only 
make recommendations (as in the Northern Region). In practice, however, 
delegation in such circumstances may not be so limited as it appears, since the 
board may virtually always approve the committee’s recommendations, and if 
the meetings are held on the same day (as happens in that Region) no delay 
arises from the absence of specific delegation to standing committees. 

Our Comments 

186. Whatever the formal definition may be, we are satisfied that, in practice, 
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there is very full delegation of powers to committees at all Regional Boards. 
(But it could be argued that at the Eastern and Northern Regions, where the 
standing committees are all virtually the same in constitution as the board, that 
this is not really delegation since the board are simply meeting under a different 
name in order to discuss and make decisions on one sector of the board’s 
activities.) We favour a considerable degree of delegation of powers, as practised, 
but in the larger boards where committees differ materially in constitution from 
the whole board, we think that the board should retain the broad overall 
planning and management functions to which we have referred in Part II. 

Public Relations 

187. We sought information from Regional Boards about public relations 
under three heads ■ — relations with the Press, including broadcasting and tele- 
vision authorities, the general public as users of the service, and with persons 
who are interested in careers within the hospital service. At the time of our 
enquiries only one board (the Eastern Region) had made an exhaustive exam- 
ination of this function and had as a result appointed a full-time Information 
Officer two years previously, who is answerable to an information services sub- 
committee of the Finance and General Purposes Committee. His activities 
extend not only to external public relations but also to the dissemination of 
information within the region (among other things he produces a regional news 
magazine) and assistance to Boards of Management on matters such as booklets 
for prospective patients. Since our review, the Western Region has appointed 
an officer who has broadly comparable functions. In most regions, it is the 
General Purposes Committee which has responsibility for dealing with matters 
of external public relations and at chief officer level, the S.A.M.O. and Secretary 
deal with matters arising within their respective fields. The Press can attend full 
board meetings and copies of board minutes are made available to them. Most 
boards also provide “hand-outs” on special items of interest and usually invite 
Press representatives to discuss any matters about which they want further 
information at the end of the board meetings. For the recruitment of staff, the 
various chief officers (S.A.M.O., Secretary and Regional Nursing Officer) have 
primary responsibility and any co-ordinating function normally rests with the 
Secretary. One Regional Board indicated that virtually all queries about 
recruitment, careers, etc., are handled at the Regional Board whereas the Nor- 
thern Region stated that they are dealt with largely by Boards of Management. 

188. While most of the boards expressed satisfaction with their existing 
arrangements — although several commented upon the emphasis given in the 
Press to defects in the Service — the most interesting comments were from the 
Eastern Region. They stated that a marked improvement in the image of the 
service has resulted from their new arrangements and that the Press now 
publish material which they never did before. Consequently there is less emphasis 
on the defects within the service. 

Our Comments on Public Relations 

189. Maintenance and promotion of good public relations is an essential 
function of any board and we think that there is scope for a more positive 
approach to this function. The Press (and the news services of broadcasting and 
television) are mainly interested in the unusual and the dramatic and not in the 
normal, regular activities of boards. If, therefore, some unfortunate mishap occurs 
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in the Service it is inevitable that it will receive attention in the Press. It is 
important, however, that the general public should hear not only of the mishaps 
that occur but also the constructive efforts that are being made to improve the 
hospital service. The developing Hospital Plan provides a suitable focus for a 
positive public relations policy, and an opportunity to show the steps which the 
hospital service are taking to meet its challenges. While it is difficult to assess the 
effect of measures taken to improve public relations on the general public, we 
are impressed by the evidence which the Eastern Region has provided and which 
shows that there has been a marked improvement in relations since the appoint- 
ment of their Information Officer. 

190. We do not consider that it is for us to advise on the need for full-time 
public relations officers, but we should like to see one officer at every board 
given responsibility for public relations. He would act as the channel of com- 
munication with the Press etc., and would be responsible for the presentation of 
information, which would have been approved by the chief officer concerned. 
He would, however, be recognised by external sources as the convenient point of 
contact and as the official spokesman to the Press etc. on behalf of the board. 
The officer appointed need not be a “specialist” but we think that he must have 
devoted special study to the subject and must have acquired an intimate know- 
ledge of Press, etc., procedure. 

191. Where the task of external public relations in itself would not justify a 
full-time officer, it may nevertheless be possible — as in the Eastern Region — 
for a full-time post to be justified if the officer is given responsibility for im- 
proving internal communications, helping with recruitment and assisting Boards 
of Management in matters of public relations. (There are, of course tasks in this 
field at Boards of Management which can be undertaken only by an officer at 
the Board of Management.) 

192. Accordingly we recommend that boards which have not appointed a 
public relations officer should now consider whether such an appointment 
should be made. If they decide that there is not sufficient work to justify such an 
appointment, they should consider designating an existing officer, and ensure that 
time is made available for this task. The question of suitable training is one which 
the Scottish Hospital Administrative Staffs Committee might usefully pursue. 

193. We should like also to draw the attention of boards to what we have 
said in paragraph 142 on the attitude of hospital authorities to Press enquiries 
about unfortunate mishaps. 



V. Certain General Aspects of Administrative Practice 

“Though many men are nominany entrusted with administration of 
hospitals and other publick institutions, almost all the good is done by one 
man, by whom the rest are driven on; owing to confidence in him, and 
indolence in them.” Samuel Johnson^ 1776 

The Allocation of Responsibilities between Principal Officers of Hospital Boards 

194. We looked at the allocation of responsibilities between the principal 
officers concerned primarily with administration at both group and regional 
level, in order to assess what affect it had on the administrative practice of 
boards and committees. We did not examine the allocation within the group, 
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e.g., at hospital level, or within the office of the regional board below chief 
officer level, as this would have taken us beyond our terras of reference. A 
description of the existing arrangements at each level is given below, along with 
the evidence received. Thereafter we have commented simultaneously on both 
levels where the principles involved are the same, and separately later on aspects 
peculiar to each level. 



The Existing Arrangements at Groups 

195. In Scotland the principal officers concerned at the group are the Secretary 
and Treasurer, the Medical Superintendent (sometimes designated Group 
Medical Superintendent), or the Physician Superintendent where clinical as 
well as administrative duties are involved at a particular hospital (now almost 
always in a mental hospitals group) and the Matron. There may be more than 
one Physician Superintendent where there is more than one mental hospital in 
the group. Each of the three officers is responsible to the Board of Management 
for his particular field — lay (including finance), medical and nursing adminis- 
tration respectively — and this system is sometimes referred to as “tripartite 
administration”. 

196. The Secretary and Treasurer in the larger group may have a Deputy 
Secretary and Treasurer to assist him over the whole range of his duties, but 
there are many smaller groups where there is no designated deputy. At about 
half of the groups, other than those consisting solely of mental hospitals, there 
is a Medical Superintendent. All the twelve groups with major teaching responsi- 
bilities and normally the larger general groups have a Medical Superintendent, 
but it was noted that one third of those groups without a Medical Superinten- 
dent had more than 500 beds and two had more than 1,000 beds. There is a grade 
of Deputy Medical Superintendent, but at present there are only ten such posts 
in Scotland. With reference to the third member of the “tripartite administration” 
namely the Matron, it is unusual to find one designated as specifically responsible 
for group nursing administration; it is much more usual to find several Matrons 
in the larger groups each with a separate responsibility for her own particular 
units. Where there are several Matrons, the concept of “tripartite administration” 
is clearly difficult to implement. 

197. There are also other chief officers, and the tendency is for the number of 
“specialist” chiefs to increase. Such officers usually have an executive responsi- 
bility within their own fields as well as an advisory function to the boards. 
Examples are the Group Engineer and the Building Supervisor. In England and 
Wales (but not in Scotland) there is a separate post of Treasurer and there may 
also be a Supplies Officer. In the larger groups these officers and the Secretary 
may have deputies. Caution must, however, be exercised in making comparisons 
with England and Wales. Not only is there this difference with regard to the 
separation of general administration and finance, but there are also differences 
in medical administration. For example, Medical Superintendents are little 
used in England and Wales, and where they are, cbnical and adimnistrative 
duties are usually combined in this officer. The differences are set out more fully 
in the Bradbeer Committee’s Report, which recognised the existence of “tri- 
partite administration” in England and Wales, but emphasised the need to have 
one chief administrative officer at group level with co-ordinating functions 
extending over the whole range of the group’s activities. 
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Official Guidance on the Allocation of Responsibilities 
AT THE Board of Management 

198. The allocation of responsibilities between the Secretary and Treasurer 
and the Medical Superintendent was first defined in a memorandum issued in 
May, 1948 This suggested that, while the organisation of the senior adminis- 
trative posts would have to be adapted to the conditions of the particular group, 
the usual arrangements would be as quoted below: 

“The administrative responsibilities may be divided into two main categories: 

(1) the allocation between the hospitals of the different types of patient, the control of 
admissions and discharges, the functional relationships with other groups, the supervision 
of medical records, the supervision of ancillary departments such as physiotherapy and phar- 
macy, the discipline of the junior resident medical staff, the provision of facilities for clinical 
teaching, the supply of information about the treatment of patients and general matters of 
medical administration arising from the clinical work of the group. 

(2) the general supervision of the business of the Board of Management, the execution of 
its decisions, the supervision of its finance, supply and building. The usual arrangement should 
be for these categories of responsibility to be discharged by a Medical Superintendent and a 
Secretary respectively. 

The division of responsibility between the Medical Superintendent and the Secretary can 
never be hard and fast and under this system the successful discharge of a board’s business will 
depend on the teamwork and tact of the two senior officers of equal status working together. 
Most of the subordinate officers will be responsible mainly to the one or the other but there will 
be many instances in which a junior who normally looks to one will have to refer to the other. 
This duality has its own risks hut it recognises, on the one hand, that there are matters of 
hospital administration which can best be handled by an officer with a medical training and 
experience who will be concerned primarily to promote the welfare of the patients and, on the 
other hand, that a group of hospitals is a substantial business and financial undertaking that 
needs the supervision of an experienced administrator if it is to be carried on with efficiency and 
an economy. 

All the other administrative officers of the group should normally be subordinate to the 
Medical Superintendent and the Secretary, the actual arrangements in each particular group 
being for the Board of Management to decide. Officers such as matrons or principal nursing 
officers, almoners and medical records officers would normally be responsible primarily to the 
Medical Superintendent; stewards and supplies officers, engineers in charge of works services, 
catering officers and officers in charge of accounts will be responsible primarily to the Secretary. 

The Board of Management will also have to decide how far separate appointments arc 
necessary in respect of the functions discharged by such officers. There need not always be a 
matron or a steward, for example, in every hospital in a group. Much depends on the size of the 
group and of its constituent hospitals on their geographical distribution and other local 
circumstances. 



In deciding on their organisation, the Board of Management should have in mind not only 
what is said above but also what has been the practice in the hospitals of the group. They should 
aim at reducing as far as practicable the number of officers directly responsible to them. As 
well as simplifying the division of responsibility, this should help to co-ordinate the work of the 
several officers and, at the same time, by facilitating the employment of assistants to the Super- 
intendent and to the Secretary, it should create a post in which junior officers can he trained”. 
A subsequent memorandum in June, 1952^^1 explained why the posts of Secretary 
and Medical Superintendent had been made Regional Board appointments. 
The Medical Superintendent had to co-ordinate in some degree the work of 
specialists who were themselves appointed by the Regional Board. It was also 
considered undesirable that they should have a different status. 



199. Apart from a very general definition of the duties of a Secretary in the 
relative Whitley Agreements, no further official guidance appeared on the 



(1) R.H.B.(S)(48)8. 

(2) R.H.B.(SX52)I7. 
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respective functions of these two officers until 3rd June, 1958, when a memo- 
randumd) was issued outlining a reorganisation of medical administration which 
the Secretary of State asked boards to consider and implement as soon as 
possible. The reorganisation was based on and developed from the Henderson 
Report on Medical Superintendents and Medical Staff Committees The 
Report recommended the continuation of the Scottish practice on medical 
administration, although it was recognised that not all groups might need a 
Medical Superintendent. Where a full-time appointment was not justified, the 
appointment of a senior clinician as part-time Medical Superintendent was 
suggested for consideration as a possible alternative. The Committee were 
unable to say that the employment of an administrative Medical Superintendent 
was essential even in the largest hospital, since experience in England and else- 
where had shown that this was not so. Nevertheless, they held to the view that 
any departure from the traditional practice would be to the disadvantage of the 
Scottish Hospital Service. 

200. The Committee defined the functions of Medical Superintendents 
(paragraph 33 of their Report) and went on to stress the importance of having 
a lay administrator responsible to the board, and not to the Medical Superin- 
tendent, for those departments of the hospital in which the lay interest pre- 
dominated. In the covering memorandum the Secretary of State said that in the 
future he was anxious to utilise, even more fully than in the past, the special 
experience and expertise of Medical Superintendents in dealing with the day to 
day administration and the longer term planning of the hospital and specialist 
services. There were many important problems, not sufficiently studied hitherto, 
which called for thorough examination and which extended beyond internal 
hospital administration. When there was so much work to be done in the field 
of medical administration it was essential that the special skills of medical 
administrative officers should not be dissipated on matters that could readily 
be handled by persons with a different training and experience. Since much 
medical administrative work related to functions which were partly or primarily 
the responsibility of the Regional Board and since the work increasingly called 
for a width of experience and knowledge which could not always be obtained 
within one group the Regional Boards were asked, in consultation with the 
Boards of Management, to undertake a reorganisation of the medical adminis- 
trative posts and theirduties with the object of making the best and most economic 
use of the training experience of these officers. They would in future have a dual 
responsibility — for the hospital duties within the hospital group to the Board 
of Management concerned and for their wider duties to the Senior Administrative 
Medical Officer of the Regional Board. It is understood that at the time of our 
enquiries a fair measure of progress had been made in the allocation of regional 
duties, although no precise information was available. 

201. While the code of conditions for nurses states that the Matron has not 
only a responsibility for the nursing of patients but also for the nursing admin- 
istration in a hospital, relatively little has been said in official guidance on her 
position in relation to the board and to the other principal officers. In May, 
1955, a Departmental memorandum drew attention to the limited extent to 
which Matrons were in attendance at board meetings or even at committee 

!» 

( 2 ) 

( 3 ) 



Medical Superintendents and Medical Staff Committees; Report by a Snb^minjttee of tire Standms Advisory 
Committee on Hospital end Specialist Services, Scottish Health Services Council (H.M.S.O., 1957). 
S.H.M.55/32 
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meetings. While the Matron’s responsibilities lay not directly to the board, but 
to the Medical Superintendent, or in certain matters to the Group Secretary, 
she must be aware of all matters affecting her sphere and have an opportunity 
of tendering advice to the board or its committees before decisions were taken. 
It suggested that one Matron from the group — normally the Matron of the 
major hospital or her deputy — should attend meetings of the board (or any 
committee at which the general business of the board was mainly carried on). 
Where an item affecting a particular hospital was coming up the Matron of that 
hospital should also attend. Where no clearly major hospital existed. Matrons 
might nominate one of their number and it was suggested that an element of 
rotation might be appropriate. 

202. The Henderson Committee were against the practice then obtaining in 
most general hospitals whereby the Medical Superintendent was responsible to 
the Board for nursing services and the Matron was regarded as a member of his 
staff. They recognised, of course, that there must be close co-operation and 
mutual understanding in view of the close relationship between the treatment 
of patients and nursing. The memorandum issued with their Report^) said that 
in the Secretary of State’s view, the principal officers of a Board of Management 
must be regarded as responsible to the board each in his own sphere, co-ordin- 
ation of the different responsibilities being achieved by the day-to-day con- 
sultation normal in any large organisation, and differences of opinion being 
settled in the last resort by the board themselves. On 8th June, 1964, boards were 
reminded about the change of emphasis in the Matron’s responsibilities which 
had been introduced in 1958 and were asked to give full effect to it. 

Evidence received 

203. The representatives of the medical profession laid great weight upon 
the importance of having a qualified medical man as chief administrator of the 
Board of Management. Their main argument was that, in running any major 
hospital, truly medical problems must frequently arise involving decisions which 
can properly be taken only by a qualified medical man. Furthermore, in their 
comments on the duality of control envisaged in the memorandum issued in 
1948 they suggested that the risks of such duality far outweighed the advantages 
which were expected to accrue from this system, and that the Secretary in his 
functions with regard to the ancillary services of the hospital should regard his 
responsibilities as being delegated to him by the Medical Superintendent. On 
the other hand, evidence from the Scottish Association of Medical Adminis- 
trators and the Institute of Hospital Administrators (Scottish Division) suggested 
that the reorganisation of the functions of the Medical Superintendent and the 
definition of his duty in 1958 had clarified the situation sufficiently to enable 
reasonably satisfactory working arrangements to be achieved. 

204. ^ Witnesses from the nursing profession pointed out that “tripartite 
administration” was not achieving effective co-ordination; in too many instances 
Matrons were asked to implement decisions on which their views had not been 
sought and which did not necessarily make the best of nursing resources. In 
their opinion. Matrons should have access both to the board and committees so 
that they could develop the points about nursing more effectively than could 
be done through, say, the Medical Superintendent or the Secretary and Treasurer. 
They held that Matrons should invariably attend meetings of nursing committees 

(I) S.H.M.58/45. 
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and house committees; in addition, it was suggested that Matrons should 
attend meetings of the Finance Committee. 

205. Our witnesses generally agreed that it was sometimes very difficult to 
draw a distinguishing line between “medical”, “non-medical” and nursing 
administration and that, in principle, it would be better to have one chief 
administrative officer directly responsible to the board rather than three. It was 
clear, however, that any attempt to designate one as the chief administrator, 
without any fundamental reappraisal of their respective responsibilities and 
their relationships, would simply make relations worse where they were not 
good and would not improve them where they were already satisfactory. 

The existing arrangements at Regional Boards 

206. The existing arrangements at Regional Boards provide for the allo- 
cation of the principal administrative functions between the Senior Admin- 
istrative Medical Officer, the Secretary and the Treasurer, (each has a deputy, 
or deputies, except in the Northern Region where there is a S.A.M.O., a Secretary, 
and a Treasurer who acts also as Deputy Secretary). In addition there are 
“specialist” chiefs, e.g. the Regional Architect, the Regional Engineer and the 
Regional Nursing Officer, who have advisory functions, coupled in varying 
degrees with executive functions. For the former category, no specific definition 
of duties has been laid down but they might be described in general terms as 
“medical” administration, general administration other than “medical”, and 
financial administration respectively. Regulations made in 1948 d> specify 
certain responsibilities which must be carried out by the Chief Financial Officer 
of the Regional Hospital Board or the Board of Management. These require- 
ments include the operation of the proper system of accounts (including stores 
accounts and inventories) the preparation of annual accounts in an approved 
form, the preparation and submission of estimates for maintenance expenditure 
and also for capital expenditure. In all these matters the Chief Financial Officer 
is stated specifically to be responsible to his board. Some specialist officers, e.g. 
the Regional Architect, may be stated, in terms of the Whitley agreements, to 
be “responsible to the Board”. We have been unable to discover any official 
guidance on the allocation of duties between the principal officers and we 
assume, therefore, that it was intended that Regional Boards should determine 
for themselves the allocation of such duties. 

Evidence received 

207. In response to our question whether the allocation of responsibilities 
between chief officers had any effects on administrative practice, a number of 
witnesses with experience at Regional Boards stated that it did not, although one 
board indicated in written evidence that the overlapping of duties between the 
S.A.M.O. and Secretary could entail greater numbers of officers attending 
committees. If they did not, co-ordination might suffer. It was, however, also 
pointed out that the overlapping could mean that the chairrnan would have to 
resolve differences of opinion in the way that a Managing Director or General 
Manager might be expected to act, rather than a Chairman of a Board of 
Directors. There was general agreement among our witnesses that it was very 
difficult to determine the dividing line between “medical” and non-medical 

(1) The National l-lenith Service (Hospital Accounts and Financial Provisions) (Scotland) Regulations 1948 

(1948 No. 2038 (S.166)). 
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administration at this level also, and, that this could sometimes give rise to 
difficulty, both for the boards and officers concerned. Evidence confirmed, too, 
that, in principle, it would be preferable to have one chief officer at the Regional 
Board. Again, however, doubts were expressed about the possibility of reaching 
a satisfactory solution, in view of the length of time for which dual admin- 
istration had existed. While it was recognised that many of the issues to be 
handled by the chief officer were of a general management nature, the point was 
made that, for the development of services on a regional basis, and in particular 
the consultant services, it was essential for the board to have its own medically 
qualified adviser. 

Our Comments on the Allocation of Responsibilities 
BETWEEN THE PRINCIPAL OFFICERS OF HOSPITAL BOARDS; 

THE NEED FOR A CHIEF EXECUTIVE 

208. Before reaching conclusions, we considered not only the evidence received 
but also the historical background, and practice in other countries, including 
that in England and Wales. We fully accept the view held generally that, in 
principle, it would be best to have a “chief executive” with general managerial 
functions at both groups and regions. This system, coupled with a medical 
advisory service, to which we refer in paragraphs 213 to 218 would have the 
following advantages : 

(a) It would facilitate the work of boards and committees to have one 
chief executive responsible over the whole field of their activity. It should 
also go a long way towards removing possible friction, confusion, and the 
lack of co-ordination which can, and does, arise with dual channels of 
administration. Moreover, it would reduce the extent to which Chairmen 
(or conveners of committees) may be called npon to resolve differences 
between their chief officers on particular issues. 

(b) The execution of management decisions within the hospital service is 
difficult because the organisation is complex and diffuse. The various 
departments and units would benefit greatly from having a single manage- 
ment channel through which they would receive guidance on matters of 
general policy and assistance in matters coming within the field of admin- 
istration. 

(c) The post of chief executive (and the other posts in line management) 
would be open to medically qualified as well as to lay persons, the deciding 
factor in selection being management ability and not the particular pro- 
fessional qualifications. The creation of such posts with a clearer managerial 
authority should help to make hospital administration more attractive as a 
management career. 

(d) The present medical administrative staff who preferred to act as 
advisers would, in our view, be in a stronger rather than a weaker position 
if they were clearly seen to be acting as advisers and not as part of the 
present dnal administrative structure, partly with a direct responsibility 
for management and partly with a responsibility as professional expert 
advisers. 

209. The principal arguments advanced against such a system were as 
follows ; 

(a) At most boards some kind of working agreement has been reached 
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between the chief partners in dual administration. This may have taken 
some considerable time to establish and it would be unfortunate to disturb it. 

(b) The difficulty in obtaining snfficient persons of the quality required to 
take over this important management function. 

(c) The Scottish Council of the British Medical Association stressed in 
evidence the importance of the fact that the prime purpose of a hospital 
was to enable doctors to treat patients in conditions most advantageous 
to their needs. They deplored the widespread tendency to conceive of 
medicine as a sort of applied technology. In their evidence to the Henderson 
Committee, the Council pointed out that the proposition they sought to 
establish was (1) that the primary and essential purpose of the health 
service was to bring within the reach of all the services of doctors and of the 
hospitals and to ensure that these doctors should have available to them, 
to the greatest practicable extent, the manifold resources of modern 
medicine, and (2) that the test of any managerial system must be its effective- 
ness in furthering this purpose. In support of their view that the chief 
executive of the hospital or group of hospitals must be a Medical Superin- 
tendent, they pointed out that in the running of any major hospital purely 
medical problems must frequently arise which involved decisions which 
could only properly be taken by qualified medical men, e.g. decisions as to 
the admission and discharge of patients, the distribution of patients between 
different parts of the hospital, the holding of a balance between com- 
peting claims of members of the hospital staff in medical matters and 
matters concerned with medical equipment. They therefore doubted the 
possibility of inculcating in a lay administrator the amount of medical 
understanding necessary by suitably designed courses of training in hospital 
administration. 

210. With regard to (a) in paragraph 209, although equality of status might 
appear to have been reached through some kind of working agreement, we doubt 
whether in practice this is so. More usually, one officer or the other will tend in 
fact to become the chief executive. Nor can we accept the argument in favour of 
allowing matters to rest ; this would ignore the practical difficulties for both boards 
and officers which arise from dual administration. With regard to (b), the 
service is at present having to provide staff for a system of dual administration 
and we think that the proposed system, coupled with the current measures being 
developed for recruitment, is more likely to provide an attractive career for 
suitable applicants. 

211. We studied carefully the detailed evidence provided by the Scottish 
Council of the British Medical Association, to which we refer briefly above at 
(c) of paragraph 209. While we would not want to dispute the views which they 
have expressed either in relation to the prime purpose for which the hospital 
service has been established or to medical decisions which can be taken only by 
a medically qualified person, we are reluctantly obliged to disagree with the 
conclusion that the chief executive at group level must, inevitably, be a medically 
qualified person. We consider that the prime quality needed for this post is 
management ability and that this must take precedence over any professional 
qualification. We recognise that any chief executive, whether medically qualified 
or not, will have to lean heavily (as indeed hospital boards have to do at present) 
on the advice of particular medical experts, but we see no fundamental difference 
in principle between the hospital service and other forms of organisation within 
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which highly skilled experts exercise a considerable degree of independent 
judgement, subject to direction on broad policy determined by a board and 
interpreted for them through a general manager. 



Our Recommendation for a “Chief Executive” 

212. The advantages of a single channel of management and administration 
seem to us clearly to outweigh the possible disadvantages. We therefore recom- 
mend that a chief executive post should be established at each type of board. 
This post would be filled either by a lay or medically qualified administrator, but 
the determining factor in his selection should be his ability and experience as a 
manager, not his professional qualifications. We do not rule out the possibility 
that administrators with other professional qualifications might be considered 
for such posts. We recognise that a carefully planned training programme 
would be necessary, which would ensure that future chief executives not only 
had had experience at hospital, group and regional level, but also had acquired 
a broad and thorough understanding of the medical planning and administrative 
problems by the time that they had reached the deputy or chief executive posts. 



Our Recommendation for a Medical Advisory Service 

213. The chief executive would not, however, himself have ultimate responsi- 
bility for advice to the board and committees on medical matters, even if he had 
previously been a medical administrator. This would be provided in the various 
ways to which we refer in paragraphs 233 to 248. The present system of medical 
administrators should, in our view, be replaced by a medical advisory service on 
a nation-wide basis, thus retaining the Scottish tradition of full-time medically 
qualified persons concerning themselves with problems of medical administration, 
but using them in a different role. 

214. The proposal for a chief executive supported by medical advisers is an 
important change for the medical staff of boards, and we have therefore con- 
sidered whether the change presents an opportunity for devising a new career 
for medical administrators. For lay administrators national recruitment through 
the junior administrative grade has become firmly established, as have also 
arrangements for their initial training and planned movement, with the assistance 
of the Scottish Hospital Administrative Staffs Committee (formerly the Scottish 
Staff Advisory Committee). Hitherto there have been no co-ordinated arrange- 
ments for recruitment to medical administrative posts at group and regional 
level, but we understand that Regional Boards have such arrangements in view 
and are invoking the assistance of the Committee, in view of their experience in 
the field of lay administration. We are not dealing here with training; this is to 
be examined by a Working Party set up by the Scottish Home and Health 
Department. But we are concerned to ensure that the effect of our recom- 
mendations should be to create an attractive career for the future medical staff 
of boards. 

<1) A Working Party has been set up with the following terms of reference: 

“to review the existing arrangements for the introductory training of lay administrative staff and to consider 
Uiose which might be made for medical administrative staff of the hospital services in Scotland, having regard in 
particular to — 

(a) the present integration with England and Wales of theoretical training of administrative entrants; 

(b) the desirability of integration of some elements of the introductory training oflay and medical administ- 
rators; and 

(c) the possibility of extending the Scottish arrangements for training; 
and to make recommendations". 
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215. We suggest, therefore, that the time is now opportune to establish a 
national service for hospital medical advisers, organised on at least an all- 
Scottish basis, which would provide the opportunity for young medical men 
interested in medical administration to enter upon a career in the medical 
advisory service at about the registrar/senior registrar stage. After initial 
training, each entrant would then have a series of different assignments through- 
out the service to give him balanced experience at both groups and regions and 
also by secondment to the Scottish Home and Health Department. We think 
that all authorities would benefit by having as their senior advisers persons with 
this kind of preparation and experience, and that such a service would present 
a much more attractive prospect to young medical men than the existing arrange- 
ments under which there is little room for movement unless an officer is pre- 
pared to put himself forward for advertised vacancies. 

216. The disposition of these highly skilled staff resources could be more 
flexible than at present, and the special talents of particular individuals could 
be put to even better purpose. It is implicit in such a scheme that the officers 
concerned would have to accept, along with the benefits of greater variety of 
experience and of simpler access to the more highly graded posts, some obligation 
to move in the interests of the service when required to do so. We do not, how- 
ever, think that this should be unduly onerous, bearing in mind that advance- 
ment at present depends largely on willingness to move. 

217. Equally implicit in these arrangements is some surrender of autonomy 
by hospital boards, in that they would not be able, for all appointments, individ- 
ually to select the officer of their choice. We envisage that officers would be 
assigned to a group primarily on an area basis, but for some purposes it might 
be desirable to have certain advisers specialising on some functions on an area 
wider than the group. Other officers at groups would continue to have a dual 
responsibility for advice to the Board of Management and Regional Board, as 
do Medical Superintendents currently. Again, others would work at Regional 
Boards, in the same way as the staff of the S.A.M.O. do at present. The first 
responsibility of each adviser would be to the administrative unit to which he was 
assigned. We think that, within each region, the chief regional medical adviser 
would have to be primarily responsible for the disposition of medical advisers, 
but he would not, of course, move a medical adviser away from one group 
without consulting the Board of Management and giving adequate notice. In 
view of the relatively small numbers involved, some inter-regional movement 
would be necessary. 

218. The arrangements for movement and for selection under this proposal 
require further study in order to determine how far autonomy would have to be 
surrendered by individual boards in order to attain this concept of a national 
service. For those functions which must be exercised on a basis wider than a 
region, some machinery would be necessary to enable boards jointly to supervise 
the administration of the medical advisory service. We recommend that con- 
sultation should be instituted between hospital authorities and the Department 
in order to establish machinery with this object in view. 

The Position of the Matrons within the Group 

219. The senior nursing adviser should, we suggest, stand in a similar relation- 
ship to the chief executive as do the advisers on medical administration. Like the 
latter, they would receive guidance from and provide assistance to the chief 
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executive and also to the board and the committees. Under our recommended 
committee structure, medical and nursing matters would fall to be dealt with by 
the same committee, thus securing co-ordination at this level. 

220. A particular difficulty in ensuring effective co-ordination of nursing 
advice is the absence in many groups of a nursing officer who has any functions 
of nursing administration extending beyond her own hospital. The Salmon 
Committee 0) are looking at this particular point and we have suggested to them 
that it is desirable to establish one source of nursing advice to which the board 
and its chief officers can turn. This source should preferably be able to give advice 
not only in relation to particular hospitals but on problems of nursing admini- 
stration affecting the group as a whole. Whether or not it proves practicable to 
arrange for a single source of nursing advice at the group, we would look to the 
chief executive to ensure that co-ordinated nursing advice is provided more 
effectively than hitherto both at meetings of officers and of the board and its 
committees. 

The Combined Functions of the Secretary and Treasurer 
AT THE Board of Management 

221 . A suggestion was made in evidence that the combination of the offices 
of Secretary and Treasurer in Scotland, coupled with the fact that this officer 
need not have financial qualifications, was a major disincentive to recruitment 
of staff of the right calibre. Furthermore, in order to make posts attractive it was 
proposed that larger administrative units might be made by combining groups. 
The implication would appear to be that at Board of Management level there 
is need for an officer with an accountancy qualification. This would seem to be 
a doubtful premise for generalisation, though in the larger boards the burden of 
finance and accounting work will obviously be greater than in the smaller boards. 

222. The extent to which courses and facilities for training, both in finance 
and general administration, are currently being developed within the hospital 
service for those categories of entrants that are likely to reach designated posts 
would seem to provide sufficient safeguard for the future against any officer 
reaching such levels without adequate knowledge of the financial responsi- 
bilities. In addition staff are being encouraged and given facilities to acquire 
professional qualifications either in accountancy and/or in hospital adminis- 
tration (courses for which may include accountancy). It may be said that at 
present the staff who take advantage of these facilities do not appear to prefer 
the accountancy courses, on the ground that their chances of reaching the top 
levels of administration in the hospital service are better if they can point to a 
qualification as hospital administrators or as members of the Chartered Institute 
of Secretaries. It should be possible to dispel this fear, but even if this were true, 
this argument could not sustain the conclusion that financial administration in 
the hospital service would be necessarily impaired, given the other training 
facilities within the service. 

223 . If, at the larger boards, the finance and accountancy duties by their sheer 
volume require fairly senior and experienced staff we do not think that a 
separate post of chief officer for the finance work would be justified. An effective 
solution could probably be found either by a system of allowances to finance 

(1) A committee on senior nursing staff structure was set up jointly by the Minister of Health and the Secretary of 
State in 1963 “to advise on the senior nursing staff structure in the hospital service (ward sister and above), the 
administrative functions of the respective giudes and the methods of preparing staff to occupy them”. The purpose 
of the committee is to consider whether the present structure of senior nursing staff in the hospitals and the scope 
of their administrative and managerial work need modification in the light of modern hospital methods. 
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staff at the accountancy level or by the provision of an additional deputy who 
would have a particular responsibility to the chief executive for finance and 
accountancy. If on grounds of improved managerial efficiency, larger adminis- 
trative units are introduced by combining groups, we would hope that careful 
thought would be given to the merits of introducing into the larger units what 
we have suggested in preference to the separation of finance and administration. 

224. Apart altogether from the arguments in favour of combination on the 
grounds of the size and nature of the financial and accounting function, we have 
concluded that both from the point of view of career structure and of adminis- 
trative practice, there is more to be gained from a combination of function than 
separation. 

The Physician Superintendent within the Group of mental hospitals 

225. Although in the past the Physician Superintendent had extensive 
administrative responsibilities in addition to his chnical specialist functions, the 
evidence suggested that in more recent times he has tended to concentrate more 
on the latter functions, leaving the former to a greater extent to the lay adminis- 
tration. The concept of the therapeutic community has emphasised the in- 
creasing importance of the “non-medical” management activities and, where the 
lay administrator has assumed a full measure of responsibility, the Physician 
Superintendent has been able to devote a greater part of his time to his functions 
as a clinical specialist. 

226. We think that in groups consisting of mental hospitals the same pattern 
should be established as elsewhere, i.e. chief executives supported by medical 
advisers. Where groups contain both mental and non-mental hospitals, advisers 
in both fields may be required, but their relationships with the chief executive 
will not differ from those in general groups. Relationships between the advisers 
working within the one “mixed” group will have to.be worked out as part of the 
general development of the medical advisory service, but it may be desirable to 
identify one as the principal adviser on medical matters to the chief executive, 
although the other would naturally be expected to provide advice within his 
own special field. 

The Chief Executive Post at the Regional Board; its Relationship 
WITH the Posts of Regional Adviser on Medical Administration 
and of Treasurer 

227. At the risk of stating the obvious, we must point out that the establish- 
ment of the post of chief executive at the Regional Board must mean that he 
is of higher status than all the other chief officers and advisers, and that they 
must be answerable through him to the board. This does not necessarily imply 
that he must receive a higher salary than all his advisers, although we would 
not expect that other officers would receive higher salaries, except the medical 
adviser. But the ultimate determining factor must be the salaries necessary to 
attract persons of adequate calibre to the posts in question. The chief executive 
would be responsible to the board for all aspects of its activities, i.e,, general 
administration, medical administration and finance. We think that the relation- 
ship with the regional adviser on medical administration and with the Treasurer 
can best be described by defining broadly the functions of the last-mentioned 
two posts. 
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228. The regional adviser on medical administration would have responsi- 
bility not only for the disposition of the medical advisory staff throughout the 
region but also for bringing forward a co-ordinated expert medical view on 
issues with implications extending beyond one particular group. At each group 
(or combination of groups) the medical adviser would provide advice insofar as 
he considers it his responsibility to do so on a group basis. If issues arose which 
might have wider implications it would be for him to obtain assistance from his 
senior colleagues within the medical advisory service, or the regional adviser if 
need be. In presenting such advice to the chief executive at the group, or to the 
board, as requested, he would need to make it clear whether or not he had taken 
regional advice. Within the regional board organisation, the medical advice 
would be fed into the management channel at the level appropriate to its 
importance. 

229. The creation of the chief executive posts would also affect the relation- 
ship between the Treasurer and the Regional Board. In terms of existing 
practice of the provisions in the regulations relating to the keeping of accounts, d) 
etc., the Treasurer has a wide range of important functions for which he is 
responsible directly to the board. It is implicit in our recommendations that the 
chief executive would assume direct responsibility to the board for all financial 
matters as well as those relating to the general administration. We expect that 
he would delegate the great bulk of the financial duties at present undertaken 
by the Treasurer to that officer, while retaining the overall responsibility for 
finance in broadly the same way as the Secretary of a Government Department 
acts as “Accounting Officer”. The Treasurer would continue to examine all 
new proposals and provide advice or criticism on them from the financial points 
of view, but this advice to the board would be co-ordinated through the chief 
executive. 

230. While the chief executive will normally determine what attendance of 
chief officers is necessary for meetings of the board and committees, there may 
exceptionally be instances where one chief officer might demand access to the 
board or committees to express his own views. If this situation arose, we think 
that he should have a right of access to the committee concerned, and in the last 
resort to the board. We would hope, however, that this would happen rarely, 
since it would indicate a failure of the internal administration to cope adequately 
with its own management problems. 

The Creation op the New Posts of Chief Executive 

231. We realise that our proposals could not be put into effect forthwith. 
Careful planning would be necessary for the transition and some of the more 
important issues requiring consideration are listed below : 

(a) A cadre of experienced people, trained to understand the broader 
functions of the new post of chief executive would be required. 

(b) The establishment of training facilities for this purpose would become 
of major importance. These facilities must covet not only introduction 
training and planned movement in the earlier years but also more advanced 
training in later years on the principles of management and on the special 
management problems of the hospital service. The redisposition of the 
existing posts of medical administrator at regional and group level would 

(1) The National Health Service (Hospital Accounts and Financial Provisions (Scotland) Regulations, 1948 

(1948 N.2038 (S.166)). 
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have to be planned so that the posts could be used to best advantage within 
the new medical advisory service. 

(c) The selection arrangements for the posts of chief executive would 
require to be reviewed to ensure that the persons appointed were fully 
qualified to discharge the duties envisaged. Similarly the selection arrange- 
ments for the new post of adviser within the medical advisory service would 
require review. It could not be assumed that existing holders of the posts of 
Secretary and Treasurer and of Medical Superintendent should auto- 
matically succeed to these two new posts respectively. Also, some of the 
existing medical administrators might want to be considered for the post of 
chief executive. 

(d) At the same time, care would have to be taken to avoid unnecessary 
disturbance to the career prospects of existing administrators (whether lay 
or medical) and to avoid, so far as is practicable, any downgrading or 
redundancy. 

(e) The terms of existing contracts of employment might have some effect 
on the rate at which these proposals could be implemented. It might be 
necessary to make a survey of such contracts to ascertain whether this might 
be a major factor in the timing of this change. 

(f) The salary scales of the new grades concerned — chief executives, their 
deputies and the posts within the regional medical advisory service — 
would require to be established and negotiations would be necessary on the 
appropriate Whitley Councils. 

232. We think that some of these factors would prevent effect being given to 
our recommendations in less than, say, two years, but that to defer the changes 
until all the problems were resolved would take too long. We doubt whether the 
full object of the change would be achieved by fixing a specified date to bring it 
into operation. We suggest, therefore, that the Scottish Home and Health 
Department, in consultation with Regional Boards, should determine the best 
method of giving effect to our recommendations, with the general object of 
achieving the creation of at least some posts of chief executive within two or 
three years and of completing the transition within a few more years. They 
should consider also whether the regional medical advisory service could best 
be brought into effect throughout each region on a specified date, or through a 
more gradual series of changes, concurrently with the creation of chief executive 
posts at particular groups and regions. 

The Provision of Advice on Medical Matters to Hospital Boards 

233. There are usually between three and six medically qualified members on 
each Regional Board, normally all of whom serve on the main “medical” (or 
equivalent) committee, as well as on various other committees. Similarly there 
are medical members on Boards of Management, possibly including senior 
medical and dental staff who are under contract to the Regional Board, but who 
are providing services within the group concerned. The proportion of such 
members varies considerably, and there are some instances (particularly at 
groups with “teaching” hospitals) where the great majority of members on the 
medical services committee are medically qualified. There are also standing 
committees at Regional Boards, consisting primarily of medical persons, which 
may be making decisions on behalf of the Board. It was put to us in evidence 
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that these medical members could provide invaluable general advice to their 
lay colleagues. They could also, to some degree, filter the medical advice, 
reinforce or correct it and ensure that it was given the right emphasis. 

The Principal Sources of Advice 

234. The principal sources of advice (apart from the medical membership of 
standing committees) are the medically qualified staff of the board (the S.A.M.O. 
at regional level and the Medical or Physician Superintendent at group level), 
the expert adviser working within a particular specialty, whose advice may be 
sought individually or as a member of an expert advisory panel, and the bodies 
representative of the medical staff and not nominated by the boards themselves 
(i.e. the Medical Staff Committees, where they exist, at groups, the Regional 
Consultants and Specialists Committee, and the bodies representing the pro- 
fession in the widest sense — the British Medical Association (Scottish Council), 
the Joint Consultants Committee (Scotland) and the Royal Colleges). 

The Obtaining of Advice by Boards 

235. The use of the sources at Regional Boards from which advice is obtained 
varies widely as between regions and even within each regional board. The 
differences as between regions appear to be a reflection inter alia of their differing 
sizes, character, committee structure and the differing roles played by the 
S.A.M.O. s and their staffs; within each board there are differences arising from 
the purpose for which the medical advice is sought. The relationships between 
the “medical” committee (i.e. that committee normally dealing with the majority 
of board problems relating to medical administration), the S.A.M.O. and the 
expert external adviser appear also to reflect to some extent the characters and 
personalities of the bodies and individuals concerned. At one board, all advice 
from external sources may be channelled through the S.A.M.O. (and he may 
indeed, with the agreement of the profession, select the members for advisory 
panels); at another the S.A.M.O. may leave this function largely to the medical 
committee. Further comments upon the difference in practice appear in para- 
graphs 240 and 241 below. 

236. The profession’s own representative committees, i.e. the Consultants 
and Specialists Committee within each region, were set up on the initiative of 
the British Medical Association at the beginning of the Service with the hope 
and intention that they would fill a dual purpose, namely (1) to provide an 
organisation capable of representing the interests of the medical staff in matters 
affecting their terms and conditions of service under the new hospital authority, 
and (2) to furnish an effective means of ascertaining and communicating to that 
authority the collective views of the staff on matters affecting the development 
and running of the hospital and specialist services. In addition, these committees 
constituted an electoral basis for the central representative organisation which 
provides a means of two-way consultation with the central Department. No 
procedure has been laid down for consultations with these committees and 
practice appears to vary. 

237. Within groups there are also wide variations in the use of the sources 
from which advice on medical matters is obtained. Some rely primarily on their 
Medical Superintendents (who will, of course, have consulted informally other 
medical colleagues as necessary). The extent to which the medical services 
(standing) committee participates in the provision of advice in the endorsement 
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or amendment of advice offered by the Medical Superintendent, and in the 
actual making of decisions on the advice obtained can vary appreciably, but 
tends to be more significant at the groups with major teaching responsibilities — 
which often have a larger proportion of medical members. Other groups may 
use in addition an advisory committee consisting of medically qualified persons 
who are not board members, and this may be found at groups with or without 
a Medical Superintendent. 

238. Apart from the sources specifically designated by the management body 
to provide advice, there may be a Medical Staff Committee which is nominated 
by members of the medical staff. Such committees may exist both at group level 
and at particular hospitals. The Henderson Report indicated in 1957 that, while 
some hospitals had an active staff organisation and effective arrangements for 
consultation between it and the board, they seemed to be in the minority. The 
Report went on to recommend that such committees should be appointed 
generally (whether the group had a Medical Superintendent or not) and that 
they should have direct access to the board (i.e. it should be able to present its 
views other than through the Medical Superintendent). The covering memoran- 
dum indicated that the Secretary of State accepted the recommendation and 
suggested that group committees should be established first. While we did not 
take specific evidence about the use of such committees, our general impression 
is that the groups which have established them are still in a minority, although 
there are some groups at which they function actively and work in close co- 
operation with the Medical Superintendent. We understand that, in some 
instances, Medical Superintendents may also consult the Regional Consultants 
and Specialists Committees, particularly on those matters which have impli- 
cations wider than the immediate group concerned. 

Evidence received 

239. The Scottish Council of the British Medical Association and the Joint 
Consultants Committee (Scotland), in summing up their written evidence, 
stated that the impression left by their survey of the medical advisory arrange- 
ments was that they showed a degree of variation which suggested that they were 
the product of an entirely empirical approach by individual boards. There was 
little evidence on either side of the Border of any systematic study of the ways 
and means available to hospital boards for obtaining the medical advice which 
was necessary for the efficient discharge of their functions. While they would 
certainly not regard it as desirable that standard and uniform patterns should 
be adopted, still less imposed, they nevertheless thought that it would be desirable 
that boards should undertake a careful and open minded review of their existing 
arrangements for obtaining expert medical advice. 

240. In their comments on the arrangements at Regional Boards, they drew 
attention to the considerable differences in the advisory role played by the 
S.A.M.O.s and their staffs, which appeared to be influenced both by personal 
factors and by the size of the region. Where there was no standing medical 
committee of the Board, the S.A.M.O. himself tended to be the recognised focal 
point of the advisory system. For example, in one region, by the agreement of 
both the board and the profession’s representatives, it was not the board but 
the S.A.M.O. who selected the members of advisory panels in the different 
specialties. They recognised that this system had much to commend it, given 
certain conditions. First, it required a high order of ability from the officer 
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concerned ; lie must give due and proper regard to the wishes of the staff com- 
mittee in his selection of advisers. Equally, he must respect the advice of his 
advisers and be scrupulous in conveying it to the board, even when he disagreed 
with it; per contra he must be free to explain his reasons for disagreement. In 
addition there must be provision for the advisers to present their views directly 
to the board in the event of any serious disagreement and the system must be 
arranged so as not to preclude the S.A.M.O. from consulting other sources of 
advice such as Medical Superintendents etc. 

241. There were, however, serious obstacles in the way of adopting this 
procedure in the largest regions. Not only the number of hospital groups but 
the absence of an organisation fully and effectively representing all the medical 
staff of the region which enjoyed the confidence both of that staff and of the 
regional board precluded the adoption of the system at present. They pointed 
out that in the larger regions the place of the advisory panels is taken partly by 
the standing “medical” committees and partly by consultations as seems 
expedient with a variety of outside persons and bodies such as Medical Superin- 
tendents, Regional Consultants and Specialists Committees, specially called 
meetings of consultants, etc. The danger of this method was that it tended to 
attenuate the powers of the S.A.M.O. They favoured the use of ad hoc com- 
mittees rather than standing advisory committees and suggested that greater 
use could be made at regional level of the Consultants and Specialists Commit- 
tees. While the Regional Board must be responsible for the selection of members 
for advisory committees it would do much to improve confidence if the staff 
organisation were consulted on their composition. 

242. The Scottish Division of the Royal Medico-Psychological Association 
expressed disquiet about the mechanism for medical advice on psychiatric 
matters at Regional Boards, which, they stated, varied from region to region and 
did not appear entirely satisfactory in any of them. The Division recommended 
that the most important channel of advice should be from the Mental Health 
Sub-Committee of the board, to which should be added as co-opted members, 
without voting rights, consultants from the fields of mental deficiency and child 
psychiatry as well as consultants from teaching and district psychiatric units. 
It was also recommended that, because of the specialist nature of the work and 
the number of hospital beds involved, the Mental Health Services should be the 
responsibility of one of the senior members of the S.A.M.O.’s staff. 

243. Evidence from S.A.M.O.s differed on the use of medical advisory com- 
mittees. The Committee which was formally responsible for giving advice 
directly to the Regional Board might become a professional policy making body 
which abrogated the responsibility of the board. The use of either individual 
advisers or large committees both had their dangers and the advisory panel 
was a possible compromise; on the other hand it was argued that a system of 
advisory panels was not practicable in a large region, although it was pointed 
out that in the smaller region using this system there were already three adminis- 
trative areas for the purpose of such panels. There was also danger in an advisory 
committee of any kind which embraced all the medical and surgical interests of 
an area since it might cut down the variety of sources of advice for the board. 

OoR Comments 

244. We do not think that it is practicable to lay down rules about the sources 
from which advice should be sought, although we would draw attention to our 
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views about the principles governing the contribution of the board member 
(paragraphs 46 and 47). In view of the complexity of the problems on which 
advice may be needed, we think that the board and its permanent advisers must 
be able to enlist as wide a range of advice as it considers necessary, and to use the 
sources which it considers most appropriate for a particular purpose. 

245. Equally, we do not think it practicable to set out the circumstances in 
which consultation with the staff interests should take place. On some occasions 
exhaustive consultations will be necessary; on others the board’s own officers 
will know their views already and only the minimum of informal discussion will 
be necessary. We should emphasise, however, that it is in this sphere of com- 
munications. more than any other within the service, that a full understanding 
of the board’s policy on the one hand and the problems of the medical staff on 
the other will yield the greatest dividends. We should, therefore, like to see 
boards encouraging the staff representative bodies to make an increasingly 
positive contribution to the efficient running of the service by acting as a comple- 
mentary source of medical advice; equally the medical staff could encourage 
this co-operation by putting the general good before any sectional interests. 
The Scottish Council of the British Medical Association suggested that boards 
might make a careful and open-minded review of their existing arrangements for 
advice on medical matters, and we commend this suggestion to boards in the 
context of our suggestions for periodical reviews of practice (paragraph 253). 

246. There is one method of obtaining medical advice which gives us cause 
for some doubt, namely the device of co-opting expert medical advisers to a 
committee or sub-committee of the board, but without voting powers. This seems 
to us the worst of both worlds, since the co-opted members neither have the full 
status of a member nor that of a recognised expert adviser. It seems unlikely to us 
that the advice proffered in this way is likely to be more acceptable than that 
from an expert advisory panel. At the same time, however, it may stifle discussion 
in the committee since the permanent members may be unwilling to criticise the 
views of members co-opted temporarily for a particular purpose. In addition, it 
places their own permanent medical advisers in an invidious position if they are 
asked to express views which may not coincide with those of the co-opted 
members. This kind of situation may not arise frequently, but we see no point in 
creating the kind of structure which may give rise to such difficulties. For 
these reasons we do not favour the solution proposed by the Royal Medico- 
Psychological Association for the co-option of expert medical advisers to Mental 
Health Sub-Committees at Regional Boards. We suggest that better results would 
be obtained by setting up a panel of advisers representing the various 
specialties in the mental health field. This panel would be fed with information 
about the views of the Mental Health Sub-Committee through a medical adminis- 
trator designated by the board to look after the mental health services in the way 
proposed by the Royal Medico-Psychological Association. (This arrangement 
already applies in some regions and can be made to work well, provided that the 
officer concerned is not over-burdened by other duties.) We have the impression 
that much closer consultation would be profitable in this field and we hope that 
boards will take the initiative in ensuring that they take advantage of all 
appropriate sources of psychiatric'advice'available to them. 

247. With regard to the respective merits of ad hoc committees, as compared 
with standing expert advisory committees, we note the view expressed by the 
Scottish Council of the British Medical Association that the former are pro- 
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bably preferable in that they are specifically set up to deal with particular 
problems and are therefore more likely to be knowledgeable about such problems. 
On the other hand, we recognise that for some purposes — such as we have 
mentioned in the preceding paragraph — continuity of meeting over a con- 
siderable period may be desirable to establish fully effective consultation. In our 
view, both types of coimnittees have their place. 

The Channel for Advice to Boards on Medical Matters 

248. Under our proposals for medical advisers at boards, these officers would 
be responsible as hitherto for initiating consultations and seeking expert advice 
on medical matters which it would not be appropriate for them to provide on 
their own. The medical adviser would, of course, attend board and committee 
meetings at which any issues of importance involving his advice were to be con- 
sidered, in accordance with our recommendations for the medical advisory 
service (paragraphs 213 to 218). At the Regional Board, the chief regional 
medical adviser would continue to be the normal channel for discussion and 
negotiation with the consultants’ representatives, but on matters of major 
importance the chief executive might also attend such discussions as the board’s 
chief officer. 

Co-ordination of the Work of Boards and Committees 

249. In dealing with the allocation of responsibilities between officers and 
its effect on the practice of boards, and in recommending the appointment of a 
chief executive, we had very much in mind the problem of co-ordinating acti- 
vities of the board and committees on the one hand and those of the permanent 
staff on the other. We should, however, like to refer again to co-ordination as 
we regard it of prime importance in securing efficient practice. 

250. The existing practice at the majority of groups for the collection and 
preparation of material for the use of the board is that the Secretary and Trea- 
surer, and the Medical /Physician Superintendent, share this task jointly in their 
respective fields, although the former will have the responsibility for preparation 
of agenda and minutes and for their subsequent circulation. Responsibility for 
securing implementation of board and committee decisions may also be shared 
jointly, although the Secretary will usually have the duty of checking before 
the next meeting that action has been taken on matters arising at earlier meetings. 
There is, however, a substantial minority of groups where the Secretary is solely 
responsible as co-ordinator. (The Secretary is, of course, generally accepted to 
be the formal channel of communication with external bodies or persons on all 
matters relating to the business side of the board’s activities.) At regions, the 
Secretary has a comprehensive responsibility for both co-ordination of all board 
and committee work, as well as within the internal organisation. With regard to 
the former, the examination and approval of all agenda for committees and 
discussions among officers before meetings are methods used for ensuring 
co-ordination, and for the latter, discussions among officers both before and 
after meetings are the practice at some boards. At other boards, arrangements 
for co-ordination within the internal organisation are either largely informal or 
there may be no specific arrangements of any kind. 

Our Comments 

251. We recognise that the extent to which formal arrangements for co- 
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ordination are needed will vary according to the size and type of board. We 
should, however, emphasise that, at all boards, the chief executive should be 
regarded as having a prime responsibility for ensuring effective co-ordination of 
the work of board and committees, and within the internal organisation. We 
have noted that at boards where specific arrangements have been made, co- 
ordination seemed more effective, and we should therefore like to see such 
arrangements used more extensively at all Regional Boards and at the larger 
Boards of Management, e.g. greater use of meetings of senior officers to review 
progress, to prepare for or take action after meetings of members, fuller exchange 
of information within the organisation, and specific consideration of the pre- 
sentation of matters to boards in the light of our recommendations for the 
setting of objectives. This is a subject which tends to encroach upon internal 
administration, and we cannot therefore enlarge upon this further, although we 
think that it might well be the subject of special studies during senior manage- 
ment courses organised for hospital administrators. 

Research into Administrative Practice and the Need for Reviews 

252. As we indicated in our introduction, we were able to carry out only a 
limited amount of research into practice, although there is clearly considerable 
scope for further investigation into many aspects of it. The internal admini- 
stration of the service has had the benefit of management techniques such as 
work study for some years, and such techniques are commanding increasing 
acceptance. Prior to this review, and the published reports to which we have 
already referred, no general survey had been made of the practice of hospital 
boards and their committees, although certain aspects have been examined 
during studies of the administrative structure of the service e.g. the current 
research programme undertaken by Manchester University and sponsored by 
the Ministry of Health. Several boards have reviewed their own practice from 
time to time and a very few have standing arrangements for annual reviews. 
Many have not, however, reviewed their practice since the inception of the 
National Health Service, yet state that they are satisfied with the existing 
arrangements. 

Our Views 

253. We recommend that all boards should arrange for regular reviews of 
their administrative practice in such a way that, over a period of several years, 
they will have reviewed all aspects of practice. Such reviews may conveniently 
be carried out concurrently with reviews of certain parts of the internal organi- 
sation and administrative staffing. We do not think that it is essential for Stand- 
ing Orders to contain provisions relating to annual reviews, although we recog- 
nise that this may be a useful method of drawing attention to the need for 
review. While the initiative for reviews must lie primarily with hospital boards, 
we recommend that the Scottish Home and Health Department should, in 
conjunction with the Universities and other interested bodies where appro- 
priate, initiate research into the more general aspects of administrative practice, 
and co-ordinate research carried out by boards, so that any results of general 
application could be made available to all boards. We understand that the 
Department have plans for a significant expansion of operational research, and 
we would suggest that any central unit established for this purpose should assume 
this task also. 
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The ProTision of Operational Data 

254. We have the impression from our evidence that, apart from financial 
information and simple data about numbers of staff, beds, etc., Boards of 
Management have relatively little information on which to base their manage- 
ment decisions. Likewise, while all Regional Boards collect and analyse statistics, 
there are many aspects of management on which information is lacking. 
(Although the two largest Regional Boards have statistical sections, and the 
Northern Region has long had the assistance of a medical statistician, none has 
the full-time support of a medical statistician.) The Scottish Home and Health 
Department makes available certain data on a national basis and is extending 
this information to cover morbidity statistics. Nevertheless, as we stated in our 
comments on the setting of objectives, there are many fields in which information 
is lacking. 

Our Views 

255. We accept that there are many practical difficulties, but we should like 
to see a concerted effort at all three levels of organisation to build up the kind 
of information on which officers can base sound advice to boards and on which 
boards can reach decisions in the way which we have already outlined. At 
groups, officers should consider what simple data, other than financial, might 
help members to understand what resources are available and how best use can 
be made of them. For the more complex and far-reaching problems. Regional 
Boards might consider what additional help they could give to Boards of 
Management. The same principles could apply in relation to the Regional 
Boards and the Department. 

256. We recommend that the Department should, with Regional Boards, 
institute arrangements for collective study into the means through which per- 
formance standards might be established in the activities which are more 
difficult to measure. If some central unit for operational research within the 
hospital service is established, we should like to see it undertake this task. 

The ImpUcations of our Recommendations for Management Training 

257. How effective the practice of boards will be depends to a considerable 
extent upon the quality and training of their officers. While such training is 
outwith our terms of reference, we should like to refer briefly to the implications 
of our main recommendations for management training. The reappraisal of the 
functions of the board and the delegation of a full measure of responsibility to 
officers will be facilitated if senior management courses are planned to take 
account of our recommendations, as will also the creation of the post of chief 
executive and of the medical advisory service. The obtaining and presenting of 
management information to boards, communications between different cate- 
gories of boards and within each board, and the handling of public relations are 
also aspects of practice which can be much improved through effective manage- 
ment training. 

Our Comments 

258. We would suggest that the Scottish Hospital Administrative Staffs 
Committee should be asked to review arrangements for management training 
in the light of our main recommendations. In particular we should like to see 
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an extension of joint management courses for senior administrators (medical, 
non-medical and nursing). We hope that the recommendations of the Working 
Party on the introductory training of lay and medical administrators will also 
help towards the creation of the post of chief executive and its close relationship 
with that of the medical adviser. 

259. The voluntary member cannot be expected to devote much time to his 
own training and must rely to a great extent on senior officers. We would, 
therefore, ask officers to give the new member every assistance towards an 
understanding of his functions, as distinct from those of officers. Further week- 
end conferences for members on management appreciation, similar to that 
sponsored jointly by the Department and the Scottish Staff Advisory Committee 
in November, 1963, at the Royal College of Science and Technology, Glasgow 
(now the University of Strathclyde) would be valuable. The Handbook for 
Hospital Board Members issued by the Department in 1964, supplemented by 
the booklets which some boards provide, containing information about the 
particular board (e.g. area, population, committee organisation and functions, 
standing orders, regular dates for meetings, names of chief officers etc.) are 
useful written aids for the new member. 

Relationships between Board of Management and Regional Hospital Boards 

260. We took evidence on the relationships in terms of functions between 
the two categories of boards and on communication between them and between 
Regional Board and the Department. In seeking the views of Boards of Manage- 
ment, we drew their attention to the obligations placed upon the Regional 
Boards by the statute and the system of financial control. With regard to 
relationships, only 10 out of the 51 boards (and the majority of them were in the 
three smaller regions) stated that they were satisfied, the principal criticism being 
that Regional Boards, although intended to be policy and planning bodies, had 
become too immersed in the more detailed management functions belonging to 
Boards of Management. 

261. In the sphere of financial control, criticism was particularly strong, and 
we therefore endeavoured to ascertain during oral evidence the precise diffi- 
culties. It appeared, however, that they stemmed mainly from lack of sufficient 
funds to meet all the wishes of Boards of Management, and from the decisions of 
the Regional Boards as to priorities, and not so much from the system of control. 
A number of Boards of Management accepted that some friction was inevitable 
in this control relationsliip, particularly when the functions of both categories of 
board were so closely inter-related. 

262. We asked Regional Boards for comments upon the delegation of powers 
to Boards of Management and, while the extent of delegation within the area 
of the administrative schemes and within the field of finance varied considerably 
from region to region, all Regional Boards considered that delegation had gone 
as far as practicable. (In May, 1965, however, we noted a press announcement 
by the Western Regional Hospital Board concerning greater financial autonomy 
for Boards of Management.) 

263. The Guillebaud Committee!*) considered that it was neither necessary 
nor desirable to define in detail the powers and functions of each level of manage- 
ment and that boards should be left to strike their own balance as was normal in 
any administrative chain of command. They recognised that Regional Boards 

(1) Para. 211 of their Report. 
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had, in addition to their policy and planning functions, a responsibility for the 
general oversight and supervision of the service, but saw the evolution of this 
relationship as one of progressively more delegation of responsibility to Boards 
of Management within the framework of the Regional Board’s ultimate directing 
authority. 

Our Views on RELATioNsmps 

264. We note that, over the years, there has been increasing delegation of 
powers, and in the sphere of finance a progressive widening of the heads of 
expenditure under which Boards of Management have a discretion to authorise 
expenditure. We do not accept that this has reached the ultimate limit, and the 
variation of practice in different regions bears this out. While the Department’s 
memorandum of 1952d) emphasised that, with regard to planning, it was 
virtually impossible to define the relationship between the two categories of 
boards, we think that it is primarily in the fields of finance and general oversight 
of group administration that most of the dissatisfaction arises. A certain amount 
of friction in the control relationship is inevitable, but it can be greatly reduced 
by effective communications, to which we refer below, and by a clearer mutual 
understanding of respective responsibilities. 

265. We recommend that Regional Boards should now review generally their 
relationships with Boards of Management, and consider in what ways they 
could give them a greater measure of authority. In particular, they might 
consider schemes for giving greater freedom of manoeuvre in the switching of 
financial resources from one purpose to another. This freedom might be con- 
sidered not only in relation to revenue but also in relation to expenditure on the 
smaller capital projects. We accept that it is not necessarily desirable to have 
unifomuty of practice between regions and that precise definition of delegation of 
responsibility is not practicable. Nevertheless, we should like to see a research 
study into the extent of variation in delegation of powers, so that the best 
practice can be evolved and applied, where appropriate, in all regions. We did 
not examine the control of expenditure but we suggest that the Department might 
look into the possibility of some additional discretion on an experimental basis. 
We should add that, with increasing experience, most Boards of Management 
should be able to undertake greater responsibihties, and that accordingly this 
is a matter for examination at periodical reviews of practice. 



Communications between Boards of Management and Regional Hospital Boards 

266. Evidence from Boards of Management revealed generally a marked lack 
of knowledge among their members (and even their officers) of the likely views 
or policy of the Regional Board on matters of joint interest. In areas where 
Regional Board imnutes are not circulated to Boards of Management, it was 
suggested that circulation would help to provide information on policy. In other 
regions where minutes were circulated, however, a common criticism was that 
they did not throw any fight on policy. Another frequent criticism was that, in 
rejecting proposals. Regional Boards gave no reasoned explanation. Not 
surprisingly, communications appeared to be worst in the larger regions. It was 
equally true that Boards of Management did not appear to provide information 
which might be of use to the Regional Board, unless the latter asked for it. 

Cl) R.H.B.(S)(52)17 dated 19th June, 1957. 
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Our Views 

267. We regard the definition of objectives of boards as a first step towards a 
better mutual understanding, but the establishment of effective communications 
is essential to the achievement of such objectives, particularly when the functions 
of both categories of boards are so closely inter-related. Moreover, the con- 
tinuing “feed-back” of information in both directions can play a vital part in the 
formulation of aims and objectives. While the position may not be so serious 
as some of the evidence indicated, there is clearly room for significant improve- 
ment. 

268. Accordingly we recommend that in formal communications between 
boards, officers of Regional Boards should ensure that, when conveying Board 
decisions, their letters give reasoned statements of the considerations leading up 
to such decisions. Similarly officers at Boards of Management, in putting pro- 
posals to Regional Boards, should give a comprehensive supporting statement, 
setting out the views of their board. (The changes in presentation of material for 
boards’ own use at meetings should facilitate this.) We regard the circulation of 
Regional Board minutes as a useful supplement, but only if the minutes include 
the principal considerations leading up to the decisions. Other useful aids are 
circular letters issued by Regional Boards, regional magazines and the work of 
the public relations officers where these have been established at Regional 
Boards. 

269. Improvements in formal communication will not in themselves be 
sufficient. Much better relationships wiU be established if there are regular 
meetings between officers within regions to discuss and clarify the views of their 
respective boards on matters of mutual concern, rather than meetings which 
take place only when differences arise. Officers at such meetings would not, of 
course, assume the decision-making functions of boards, but through this 
mutual exchange of information would be better able to advise their respective 
boards when they have decisions to make. 

270. Communications at the level of Chairman, conveners and members can, 
in our view, usefully complement the formal channels of communication, and, 
as with officers, meetings should not be confined to occasions when differences 
arise. Regional or area conferences on particular proposals for improvements 
and changes in the service, etc., one-day or week-end conferences such as that 
on management appreciation held in 1963 (paragraph 259 refers), and visits by 
Regional Board Chairmen to particular Boards of Management from time to 
time can do much to foster a collective sense of responsibility at aU levels for 
the efficient operation of the service; and the conferences already held support 
this view. Inter-group visiting, at the initiative of particular Boards of Manage- 
ment in order to see how certain problems are being handled elsewhere, is an 
aspect of communications which could well be developed further. 

271. We recognise that the extent to which such steps are practicable varies 
according to the size of the region. In the Eastern Region, where a special study 
has been made of communications, relatively close contacts have been estab- 
lished, but the board has pointed out that even with these measures (and a 
relatively small number of groups) by no means all, the problems have been 
resolved. In the South-Eastern Region, concerted efforts were being made at the 
time of our enquiries to establish closer contacts at this level, but this was 
absorbing much time from the Chairman, members and senior officers. In the 
Western Region too, energetic efforts have been made to overcome the problems 
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of communications but the existence of 37 boards of Management makes this 
problem virtually insuperable. This has been one of the main factors leading us 
to conclude that the region should be divided into two separate regions. 
(Paragraphs 151 to 157.) 

Relationships and Communications between the Regional Hospital Boards and the 
Scottish Home and Health Department 

272. Relationships and communications between Regional Boards and the 
Department were stated to be good on the whole, although differences of view 
were inherent in the control relationship. In addition to the normal channel of 
correspondence and meetings attended by both members and officers (or by 
officers only), they are maintained by regular meetings between the Department 
and Chairmen of Regional Boards, and the senior officers. A particular criticism 
was that certain matters at present handled centrally could be left to the dis- 
cretion of Regional Boards, namely the acquisition and disposal of land, which 
requires the approval of the Secretary of State no matter how small the area 
involved, the leases for staff houses and minor variations of conditions of 
service and pay. 

273. It was suggested that meetings of Regional Board Chairmen, which 
senior officers of the Department attend by invitation, were not fully effective 
as a forum for consultation on questions of policy, because there was no per- 
manent secretariat or machinery to implement decisions. Accordingly it was 
proposed that an association of Regional Boards might be set up (on the lines 
of that established for Boards of Management) which would enable them to 
participate more effectively in the formulation of central policy and which 
would provide a controlling body for activities within the hospital service which 
should be organised on a national basis. On the other hand, it was pointed out 
that Chairmen had no authority to act beyond any discretion given to them by 
boards, and an association could exercise only powers specifically given to them 
by Regional Boards. It therefore could not exercise greater influence than the 
Regional Boards and would only interpose another body between the Depart- 
ment and Boards. 

Our Views 

274. We concluded that relations and communications in this field were good 
and we therefore saw no reason to alter the existing arrangements. We doubt 
whether there is much scope for discretion to vary regionally conditions of 
service and pay, since the purpose of the Whitley Council machinery is to 
establish uniform standards and thus avoid wasteful competition. Certain 
statutory requirements govern the acquisition and disposal of land, but we 
understand that the Department are reviewing the arrangements. These problems 
do not, however, constitute major problems of practice for boards and their 
committees. 

The Size and Constitution of Hospital Groups 

275. The Tables in Appendix II give some indication of the diversity in the 
size of groups, but there are also wide variations in constitution, even within 
the three main classifications adopted for our analyses of practice. In referring 
to the structure at the outset of the service the Guillebaud Committee stated 
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that, while the original intention apparently had been to set up groups com- 
posed of a main general hospital and a number of related subsidiary units, in 
practice the pattern had varied so that groups ranged from single units of 100 
beds to groups with several large units, as well as smaller ones, numbering more 
than 3,000 beds. They therefore suggested the breaking up of some of the larger 
groups and amalgamation of smaller groups (within the geographical limitations) 
with a view to creating sound management units wliich would ensure a close 
relationship between the governing body and individual units without the need 
to delegate powers to house committees. The report of the Acton Society 
Trust <’) referred to the factors working against uniformity, e.g. the small number 
of sizeable general hospitals that could become main units in the district and the 
geographical problems especially in Scotland (where in any event there were only 
six single unit groups remaining, which are all mental hospitals). Moreover, 
services in the groups had been rearranged to provide a comprehensive service 
for the area, group loyalties had been painstakingly built up, and uniformity of 
group size could have an adverse elfect on the career structure of administrative 
staff. The report concluded that diverse conditions required diverse solutions. 

Evidencb received 

276. Evidence indicated general satisfaction with the present arrangements 
for size and constitution of groups, subject to one or two adjustments which 
were already in view. There were, however, also indications that the existence 
of too many small groups was making it difficult to achieve sound management, 
particularly in relation to accounting functions. With regard to the combination 
of mental hospitals with other hospitals in general groups, we were interested to 
find that while many witnesses felt that such a step would have reacted adversely 
on the mental hospitals some years ago, the great majority considered that the 
time was now opportune to make such a change without detriment to the 
mental hospitals. 

Our Views 

277. We think that considerable diversity in the size and constitution of 
groups will continue to obtain in Scotland, because of the geographical and 
population problems, although the concept of the Guillebaud Committee will 
become more generally practicable as new district hospitals are built. We con- 
sider, however, that to obtain as many sound management units as possible, the 
rearrangement of some groups to increase their size is desirable. There are, 
however, considerations other than good administrative practice which must 
be taken into account in determining grouping, and we do not therefore make 
specific recommendations. Even more important for good practice is the 
rearrangement of groups to reduce the managerial span for Regional Boards, 
so that a closer working relationship can be effected. We think that, in the long 
term, more would be gained by such changes than would be lost on disturbance 
of existing service and staff loyalties. 

278. We therefore recommend that steps should now be taken to review 
grouping in the two larger regions, with a view to reducing the number to 10 or 
11 in the South-Eastern Region and 20 to 25 in the Western Region (which 
would produce two regions of 12 to 13 groups at most if our recommendation 
for dividing this Region were accepted). The review should take into account 

(1) (Report of the Acton Society Trust, Book 3, Part 1, Hospital Management Committees). 
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the possibility of combining mental hospitals and other types of hospital within 
one group, and the developments proposed in the long-term building programme. 
The scope for further reductions in the smaller regions is limited, but we think 
that it would be practicable to reduce the number to eight in each of the Northern 
and North-Eastern Regions. We recognise that such reductions will give rise 
to problems and may take some years to achieve, but we should like to see them 
planned ahead of the closing of hospitals or the erection of new ones, since the 
association of such plans with the closing of a particular hospital could arouse 
greater opposition. 

Co-operation with Local Health Authorities and Executive Councils 

279. While the 1947 Act defined the responsibilities of hospital boards, 
executive councils and local health authorities, there were no statutory pro- 
visions relating to co-ordination of activities. A memorandum*!* issued that 
year by the Department of Health for Scotland saw the relationship between the 
three divisions of the Service as primarily one of informal day-to-day con- 
sultations among the professional workers and officials concerned and stressed 
the importance of close and constant contact. At the same time it was recognised 
that important issues might arise from time to time when more formal machinery 
would be of value. Accordingly the respective bodies were invited to set up 
co-ordinating committees, based on executive council areas and composed of 
representatives of all three bodies operating in the area, which would act in an 
advisory capacity to their parent bodies. The committees were to meet regularly 
to discuss the planning and working of the health services in the area. In subse- 
quent cii'culars dealing with particular services, e.g. maternity, geriatrics, mental 
health, the need for co-operation was repeatedly stressed. 

280. In 1951, at a conference attended by representatives of all three cate- 
gories of authority, a resolution was adopted calling for “readily available 
facilities for convenient and expeditious discussion of all difficulties and prob- 
lems of co-ordination at all stages of responsibility for the Health Service, 
whether by the appointment of Standing Committees or otherwise, as may be 
arranged locally”, and emphasising that these agreed arrangements should be 
known at all levels in each division of the service. The Department circulated this 
resolution to all authorities and pointed out the need for local co-ordination 
at the executive level, i.e. the day-to-day operation of established services and at 
the planning level, relating to developments contemplated by one division which 
might react on the others. No specific machinery was recommended since there 
was no unanimity of view on the methods to be used. Again, the White Paper on 
the Hospital Plan for Scotland, 1962, emphasised the inter-relationship and 
inter-dependence among the three main divisions and quoted examples calling 
for close co-operation. 

Evidence Received 

281. While we were concerned primarily with the effect of practice of hospital 
boards on the working of the hospital service, we asked local health authorities 
and executive councils to comment upon the effect of such practice on their 
responsibilities for the other main parts of the service. Other bodies also volun- 
teered evidence. With regard to the planning level, we heard a good deal of 

(1) D.H.S. Circular 85/1947, dated 22nd August. 
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criticism about the absence of effective machinery. Co-ordinating committees 
either did not exist or, where established, did ndt in many oases function 
satisfactorily. In the North-Eastern and Northern Regions five and six such 
committees had been set up ; in the two larger Regions arrangements tended to 
be on an ad hoc basis, although one or two areas had standing committees. (Areas 
were generally co-terminous with those of executive councils.) In the Eastern 
Region, an informal liaison committee whose membership included Medical 
Officers of Health, representatives of the Consultants and Specialists Committee 
and of the general practitioners was called every two or three months by the 
Senior Administrative Medical Officer of the Regional Board, who provided 
the Secretariat. (This Committee differs from the other co-ordinating committees 
in that it consists of officers. It has also to be borne in mind that the region 
embraces the areas of only two executive councils and five local health 
authorities.) 

282. Among the reasons advanced for the failure of the machinery at planning 
level were that the bodies responsible for calling meetings did not do so often 
enough, that local health authorities did not have sufficient funds available for 
their share of any joint responsibilities, that executive councils were by their 
nature unsuited to participate in the planning of a comprehensive health service, 
and that hospital authorities did not consult the other bodies at a sufficiently 
early stage about important developments, e.g. the siting of a new hospital or 
the closing of an old one. The Executive Councils Association pointed out that, 
despite assurances from Regional Boards about consultation before decisions 
were reached, frequently the first information they received about such changes 
came from the Press. Thus, by the time their views were sought, the executive 
councils were involved with political and other pressure groups, and it was too 
late to offer constructive suggestions as colleagues in another branch of the 
service. The Scottish Council of the British Medical Association expressed 
concern about the absence of any effective means through which the views of 
general practitioners could be made known to the hospital service. Several bodies 

, expressed the view that the present structure made co-ordination so difficult 
that Area Health Boards covering certain functions in all three divisions would 
be preferable. 

283. Among suggestions for improving co-operation were overlapping 
membership of the representative bodies in the different divisions, the nomin- 
ation of the Medical Officer of Health as a member of a Board of Management 
(in particular as a member of its Standing Committee on Medical Services, and 
perhaps as a co-opted member to the Finance Committee), and the distribution 
in other regions of a newsletter on the lines of that circulated by the Eastern 
Regional Hospital Board to all local health authorities and general practitioners. 

284. At the executive level, i.e. the professional staff and officers, much less 
criticism was heard, although it was recognised that the degree of effective 
co-operation varied considerably and depended to a great extent on the person- 
alities of the individuals concerned. There was unanimity of view that close and 
friendly relations between officers of all three divisions of the service were the 
essential pre-requisite to effective co-operation at all levels. 

285. The evidence from Fife County Council quoted below illustrates the 
degree of co-ordination which can be achieved, given close co-operation by the 
officers concerned and support for them from their respective authorities, 
coupled with common membership of more than one category of authority. 
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The County Medical Officer of Health, in addition to his normal professional 
relationships with officers* of the Hospital Boards, is a member of two of the 
three Boards of Management in Fife, the Medical Officer of Health for Dun- 
fermline being a member of the third Board. The evidence stresses the impor- 
tance of the Medical Officer of Health being at all times an active member of 
those Boards of Management in his area where he feels that integration of 
services can most profitably be pursued. The Chairman of the County Health 
and Welfare Committee is a member of the Regional Hospital Board and several 
members of the Health Committees are members of the various Boards of 
Management. While this of itself does not create integration of services it 
promotes a ready understanding and willingness to work towards integrated 
services. With regard to co-operation at officer level, the following comments 
are of interest : 

“The next essential is a certain flexibility in outlook and a refusal to draw rigid hard and 
fast divisions between the functions of one authority and the other. In Fife, there are numerous 
examples of this. For instance, some months ago, a Health Visitor was seconded from the 
Health Department to be attached to the East Fife Hospitals Board. She is located at the 
hospital and acts as the Liaison Officer between the Hospital patients and the services of the 
Local Authority, Her salary is met 50 % by the Hospital Service and 50 % by the Local Authority. 
The service has become rapidly established and is expanding. In the Mental Health field, the 
Mental Health Officers of the Local Authority and the Psychiatric Social Workers of the 
Hospital Authority together form a pool of lay-officers for after-care purposes. Weekly 
meeting of all these Officers with the Medical Staff of the Hospital take place and the Con- 
sultant in Charge of the individual case decides which Officer would be best suited to undertake 
the after-care arrangements prior to the patient’s discharge from Hospital. The same arrange- 
ment operates with out-patients. Similarly, the Health Committee have recently approved 
substMtial capital expenditure to provide a residential unit for backward children, who are 
emotionally disturbed. In this unit by common agreement, the Health and Welfare Services 
of the Local Authority, the Education Psychology Service of the Education Authority and 
the Child Psychiatric Service of the Hospital will meet. This unit will work as a parallel unit 
to the Hospital Board Unit at Playfield House which caters for children of good intelligence 
who are gravely disturbed and such units as Naemoor which caters for the less physically 
disturbed child of good intelligence. This child will, in fact, be admitted to the unit best suited 
to rare for him. These examples are advanced simply to illustrate the need for avoiding rigid 
decisions on responsibility and for the respective authorities granting sufficient delegation of 
responsibility to their officers to initiate integrated proposals of this sort. Similar examples can 
be quoted in Fife in relation to Physiotherapists, Orthoptists and Assistant Medical Officers 
who regularly work within the Local Authority Services but under the clinical direction of 
Consultants in the Hospital sphere. There is wide scope for further services of this kind, but 
their creation depends on the initiative of the respective officers ; on Boards of Management 
and Local Authorities encouraging such initiations and supporting them when sound pro- 
posals are brought forward. The next most important proposals likely to emerge in Fife con- 
cern a co-ordinated geriatric service towards which a professional working party comprising 
the three Medical Officers of Health, the Medical Superintendents, the Consultant in geriatrics, 
representatives of general practitioners, etc. has been set up. It will be the purpose of this 
Working Party to initiate proposals for integrating services and bringing proposals in due time 
before the authorities.” 

In conclusion, the County Council point out that, given the right climate of 
opinion and the right attitude by the several authorities, there is nothing in the 
present administrative structure to prevent adequate integration of services 
where they impinge upon each other. 

Our Comments 

286. The object of co-operation is to ensure that the individual has the 
benefit of a co-ordinated, comprehensive health service, regardless of which 
authority is responsible for his care at any particular stage. Each division is 
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fully familiar with the general scope of its responsibilities, and problems of 
co-ordination relate primarily to the inter-locking of existing services at the 
mutual boundary and to the planning of new services which extend over more 
than one sector. The boundary lines are, however, constantly in a state of flux ; 
it would be impossible to give a general definition, apphcable throughout the 
country, of the matters which should fall to one type of authority, since the 
available services of each type vary from area to area. Moreover, the problem of 
particular services (e.g. geriatrics and mental health) will require different 
solutions, based on advice from differing combinations of experts. 

287. We think that there are three spheres in which representatives from the 
separate divisions may need to come together to co-ordinate services. The first 
is the field in which the professional skills are exercised and in which, for example, 
the clinician may need to consult with the professional health worker at the local 
authority and/or the general practitioner. Some day-to-day problems will be 
resolved in this way, but others may require co-operation in the second sphere 
i.e. between the officers of the various authorities (in association with the pro- 
fessional workers in the field, where necessary). This is also the sphere in which 
some planning problems may be decided and in which the preparatory work on 
major planning problems affecting co-ordination will be done. The third sphere 
of co-operation is between the member representatives of the various authorities 
meeting jointly to discuss major planning problems and offering agreed advice to 
their parent bodies. In some instances, proposals prepared by officers may go 
direct to the various authorities for approval. 

288. We consider that the key to effective co-ordination is close and constant 
co-operation in the first two spheres, where the great majority of day-to-day 
problems should be settled. For the planning of major changes in services also, 
there must be careful preparation and joint discussion by officers and professional 
workers in the field before recommendations are put to the various authorities 
independently or first through any advisory co-ordinating committees of member 
representatives. We think that a professional working party as set up in Fife to 
co-ordinate the geriatric services is the method most likely to achieve success. 
Each working party would be estabUshed for a specific purpose, with its pro- 
fessional members specially chosen for this purpose, and would be discharged 
when its task had been completed. The more detailed problems of day-to-day 
management could be left for informal consultations between officers. Once a 
working party had reported, it would be for the governing bodies to decide 
whether to approve the proposals, refer them back to officers for further 
examination or convene a joint meeting of member representatives to discuss 
them. We would hope that joint meetings of members would rarely be required. 
We shouid add that, in our view, standing committees of member representatives 
acting in an advisory roie over the whole range of services in which there is a 
mutual interest are unlikely to influence co-operation to any great extent, as 
they are by their very nature unsuited to the study of the different technical 
problems arising in the co-ordination of particular services. If, however, such 
a body is considered necessary, it should be constituted only for a specific tasl 
and should have the ground fully prepared by officers beforehand. 

289. We note that the Department takes great pains in introducing an] 
changes to let all three divisions of the service know how it regards their respe< 
tive responsibilities, but we should like to see greater mutual understanding c 
each other’s problems within the area. We think that overlapping of membership 
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between the different types of body, the inclusion of the Medical Officer of 
Health as a member of a Board of Management, and the circulation of infor- 
mation by the hospital service to the other two divisions will all help towards 
this. We hope too, that hospital authorities will make even greater efforts to 
give adequate notice of changes to the other sectors of the service. 

290. We recognise that the weakest link in the spheres of joint discussion is 
that with the general practitioners, in the sense that they do not have the backing 
of an administrative team in the same way as the hospital service and the local 
health authorities do. We can see no obvious remedy to this, standing the present 
statutory organisation of the service, and this makes it all the more important 
that the other two divisions should make special efforts to secure full consultation 
with them. At the same time, meetings should be arranged so that their partici- 
pation is fruitful; this is another reason for not having general co-ordinating 
committees with no specific tasks, which could absorb time which the general 
practitioner cannot readily spare. 

291. Under these arrangements we think that the problem of which body 
should call a meeting should assume much less significance. On problems both 
in planning and in existing services, any division of the service could call for 
joint consultation when they saw a need for such consultation. Apart from major 
changes, much of the initiative must lie with the officers of each division, and 
successful co-ordination will depend largely on the extent of their effective 
co-operation. 



VI. Relations between the Hospital Service 
and the Universities 

The Statutory Background 

292. The Act stipulates!') that, in providing hospital and specialist services, 
the Secretary of State shall have the duty “to make available such facilities for 
undergraduate and post-graduate clinical teaching and research as he considers 
necessary to meet all reasonable requirements”. As explained in paragraph 20 
the Secretary of State was required to set up a Medical Education Committee 
for the area of each Regional Board, with the function of advising that board on 
the administration of the hospital and specialist services in the area so far as 
relating to the provision of facilities for undergraduate or post-graduate 
clinical teaching or for research !^>. Regional boundaries were so determined that 
for four regions it proved possible to meet the aim of the Act to associate the 
provision of the services with a University having a School of Medicine. (The 
exception was the Northern Region.) 

293. The 1947 Memorandum issued by the Department pointed out that 
facilities would be required both for the staff of the medical schools engaged in 
teaching or research and for the students, and that they should include all 
reasonable opportunity to make the best use of the clinical experience obtainable 
in hospitals as well as the accommodation and equipment in laboratories, side- 
rooms etc. that are necessary for these purposes. This function and the care of 
the sick, the memorandum suggested, need not be regarded as conflicting. While 

(1) Section 3(2) of the Act. 

(2) Section 11(1) of the Act. 

86 



Printed image digitised by the University of Southampton Library Digitisation Unit 



the hospital authority must make their full contribution towards the progress 
of medical education and research, they could not make it independently. The 
primary responsibility in these matters rested with the Universities and, whether 
in the selection of hospitals to provide facilities for clinical teaching or research, 
or in the appointment of specialists to carry teaching as well as clinical duties, 
the boards should work in partnership with them. The Medical Education 
Committees were being constituted to facilitate this. 

294. The Act provides<‘> that the number of members on the Committee 
shall be such as the Secretary of State thinks fit (it varies at present between ten 
and thirteen) and of these members not less than one-third shall be appointed 
by the University, an equal number by the Regional Board, and the other 
members shall be appointed in the manner specified in the Order constituting 
the Committee*^). The Order provided for five from each of the first two sources 
(four in the Northern Region, University representation consisting of one from 
each of the Universities in the other four regions), and either three or two 
members appointed by the Secretary of State. The last mentioned members are 
appointed after he has invited nominations from the Royal Colleges. The 
members for the first two categories normally include the Dean of the Faculty of 
Medicine (and the Assistant where there is one) and the Chairman and Vice- 
Chairman of the Regional Board. The Committee appoint their own Chairman, 
and he may come from any of the three categories. The Secretary to the Univer- 
sity Court and the Secretary of the Regional Board may act as Joint Secretaries 
to the Committee. 

295. Three other statutory provisions deserve mention. The firsts' stipulates 
that where an Advisory Appointments Committee is constituted to deal with an 
appointment involving teaching duties, the number of persons nominated by 
the University (except in such circumstances as may be prescribed) shall be 
equal to one-half of the total number of members of the Committee. The second 
is the power of the Secretary of State to conduct research or assist persons to do 
so, and of the Regional Board or Board of Management to do likewise. (We 
did not investigate this function further, since practice with regard to existing 
arrangements seemed satisfactory.) 

296. The third is the requirement(‘*> that the Secretary of State, in appointing 
members to Regional Boards, should consult the University with which the 
provision of services in the area is associated, and in practice he makes appoint- 
ments from nominations put forward by the University Court. These members 
serve in an individual capacity on the Board, are responsible solely to the 
Secretary of State, and are not normally in a position to express a University 
view on particular matters. Likewise, in relation to the selection of members by 
Regional Boards for Boards of Management, it is stipulated that the Board of 
Management shall include “in the case of a hospital providing facilities for under- 
graduate or post-graduate clinical teaching, persons not exceeding in number 
one-fifth of the total number of members, nominated by any University with 
which those facilities are associated”*^). These members are also there in an 
individual capacity. 



(1) Part IT of the Fourth Schedule, 

(2) The National Health Service (Medical Education Conunittee) (.Scotland) Order 1948; 1948 No. 1388 (S.I09) 
made on 22nd June. 

(3) Section 14(2) of the Act. 

(4) Part I of the Fourth Schedule. 

(5) Part III of the Fourth Schedule to the Act. 
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The Fields in which Consultation and Joint Action are Necessary 

297. There would appear to be five main fields in which machinery for 
consultation and joint action is necessary: 

(i) Medical education in the general sense as defined in the Act — the 
function on which the Medical Education Committee are there to advise. 

(ii) Appointments involving teaching duties which are dealt with through 
the statutory Advisory Appointments Committees. 

(iii) The planning of new buildings which affect teaching and research. 

(iv) Problems arising in the administration of existing facilities for clinical 
teaching and research (e.g. the need for additional teaching equipment, 
extension of laboratory services), primarily in relation to matters giving rise 
to. additional expenditure. 

(v) Recognised arrangements for contacts at officer level through the 
respective administrative organisations, either in connection with the 
matters specified above, or on other matters relating to medical education 
which do not fall clearly within these heads. 

The Evidence Received 

298. With regard to items (ii) and (iii) in the preceding paragraph, evidence 
indicated that the arrangements were working reasonably satisfactorily. The use 
of Joint Planning Committees for new building projects on which the hospital 
service, the University and the Department are represented has become well 
established, and in the North-Eastern Region, where a joint consultative com- 
mittee has Ijeen set up to cover the developments of both the University and the 
hospital service on the one site, collaboration has been notably successful. (We 
have suggested in paragraph 175 that, in due course, the work of these com- 
mittees might be the subject of a separate study.) 

299. With regard to (i) there was fairly general agreement that Medical 
Education Committees were not functioning satisfactorily. Reasons advanced 
for this and suggestions for improvement included the following: 

(a) Matters which affect medical education are not referred to the Com- 
mittee or are referred too late. If advice is offered by the Committee it is 
not taken; the Committee should have executive as well as advisory powers. 

(b) There is no formal committee machinery at the Regional Board, nor 
are there officers of the Board with a specially assigned responsibility for 
initiating matters affecting medical education, bringing them to the notice 
of the Medical Education Committee, or for implementing any recom- 
mendations received from that Committee. Medical education is not 
therefore receiving the attention within the administration of the hospital 
service which it deserves. 

(c) There are insufficient funds available for the Regional Board’s share 
of expenditure on medical education and facilities for research. Responsi- 
bility for finance is not clearly defined and even within tlje hospital service 
resources are divided in the sense that endowment fupds used for such 
purposes are in the hands of the Boards of Management. 

(d) University administration, and in particular the Faculties of Medicine, 
are not organised and staffed to secure effective co-operation with the 
administrative element of a nation-wide hospital service. In particular, 
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individual members nominated to the Medical Education Committee by 
the University are not normally in a position to express a view committing 
the University, While the Dean may be able to express a view on behalf of 
the Faculty, this may not necessarily be the view of the University Court. 
Furthermore, officers of the University have many other problems to 
contend with and can devote only so much time to the problems of this 
Faculty. Within the Faculty, the Dean, who may be a clinician, has little 
enough time to devote to the special problems of hospital administration, 
although the position is somewhat less difficult where there is an Assistant 
Dean. Some Deans serve on an annual basis, and while re-election is 
customary, this can give rise to a feeling of lack of continuity in expression 
of the University view at the Committee. It was suggested that it would 
help the Dean if there were a senior lay administrator from the University 
who could give him support in terms of what the University Court would 
be likely to accept as an agreed policy. 

(e) Because of the high degree of speciaUsation in medicine, medical 
professors tend to be interested primarily in the problems of their particular 
specialties, and may not necessarily be in a position to express a view of 
issues extending beyond their own field. They have the dilemma of three, 
possibly conflicting, loyalties — to the Regional Board, the Board of 
Management, and the University, and this makes it difficult to express a 
clear view. If a professor requires new or improved facilities, he can make 
an approach through any of these channels, without each authority neces- 
sarily knowing which channel he is using. 

(f) The Committee has regional status only and some co-ordinating body 
at national level is necessary, with a responsibility for suggesting general 
principles on which the allocation of funds to teaching and research might 
be based, though not for making the actual allocations of funds. The 
membership might be drawn from the regional Medical Education Com- 
mittees. 

(g) The membership of the Committee should be changed to include 
members directly nominated by the Royal Colleges in addition to those 
appointed by the Secretary of State. It was argued that this was important 
because of the high proportion of both undergraduate and post-graduate 
teaching undertaken in the non-professorial urdts. Contrary views expressed 
were that all teaching should be brought within professorial units and that 
the Royal Colleges should not have direct representation since they did 
not have the same statutory and financial obligations as Regional Boards 
and Universities. 

(h) The size of the Western Region had given rise to difficulties in the 
administration of medical education, combining as it did the functions 
appropriate to a large English Regional Board with those of Boards of 
Governors. This span of responsibilities made the handling of medical 
education matters barely workable. 

300. The consensus of evidence was that, despite goodwill on both sides, and 
increasing awareness of the need to find a more satisfactory method of joint 
consultation, the Medical Education Committee was neither fulfilling its 
original broad advisory role nor the other needs for consultation between the 
hospital service and the University. Consequently efforts have been made 
through other channels such as in the Eastern Region, where a close personal 
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working relationship has been established between the Chairman of the Regional 
Board and senior officers on the one hand and the Principal of the University, 
the Dean of the Faculty of Medicine and supporting staff on the other. 

301. With regard to (iv), the problems arising in the administration of 
existing facilities for clinical teaching and research, evidence suggested that there 
was frequently a failure to allow for the expenditure inevitably arising later 
from the establishment of new units or new developments in existing units. Two 
major weaknesses in the present system of allocating funds were the failure to 
provide in estimates for new and expensive equipment needed as the service 
developed and to allow for depreciation. 

302. With regard to (v), contacts at officer level, the evidence revealed a lack 
of staffing resources both at Regional Boards and Universities with the result 
that no particular officer had a responsibility for a continuing study of the 
problems and their presentation to the respective bodies or any joint committee. 



Our Views on Relationships 

303. We accept the evidence that the Medical Education Committee has not 
functioned satisfactorily and that the relationships between the hospital service 
and the Universities require radical overhaul. We think, however, that the 
Committee has attracted more blame than is its due because it is the one identi- 
fiable piece of joint machinery with a specific responsibility for medical edu- 
cation and because it has wrongly been assumed to be the appropriate channel 
for all joint consultation. Many of the difficulties appear to arise from the 
absence of effective machinery to meet the needs arising in the administration of 
existing facilities for clinical teaching and research, and the absence of any staff 
with a continuing responsibility for progress in the field of medical education 
and for providing the information required by the Medical Education Committee 
and by the parent bodies (the Regional Board and the University). 

304. We recommend that the Medical Education Committee should be 
retained, but that its function should be recognised as advisory and primarily 
for the broader issues (e.g. the assessment of the long-term requirements in 
terms of medical undergraduate and post-graduate students, teaching and 
supporting staff at the hospitals, physical resources such as accommodation and 
equipment, and the relating of these needs to the resources which the Committee 
understand that the Regional Board and the University can make available). 
We do not think that it is practicable to allocate funds to this Committee and 
give it executive functions. It can, however, achieve its advisory function only 
if it is informed adequately by both the parent bodies of their general intentions 
and the resources Hkely to be available, and if it has a secretariat (preferably 
mainly from the Regional Board but with someone from the University desig- 
nated to help). In view of what we say below about the handling through other 
means of the more detailed aspects of general policy on clinical teaching and 
research and the problems arising in administration of existing units, the Com- 
mittee need not meet very frequently, but it should be convened when required 
to advise on specific major issues. 

305. We do not favour changes in the constitution of the Committee or the 
arrangements for the appointment of the Chairman. Representation from the 
Royal Colleges should continue to be on the basis of appointment by the Secre- 
tary of State from nominations made by the Colleges but this will be supple- 
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merited by direct representation at Regional Board level if our proposals below 
are accepted. 

306. We recommend the establishment at the Regional Board of a Com- 
raitteeO) — as an integral part of the standing committee structure — which 
would have co-opted to it representatives of the University and of the one, or 
perhaps two, Boards of Management with the major teaching hospitals in the 
region, and representatives nominated by the appropriate Royal Colleges. It 
may also be desirable to co-opt members from other Boards of Management 
concerned with clinical teaching, but it would be preferable to co-opt such 
members only for specific occasions in order to keep the size of the Committee 
within manageable proportions. The membership from the Regional Hospital 
Board should include members serving on the main standing committee of that 
Board dealing with hospital services and staffing, i.e. the committee to which we 
refer in paragraph 169 above. (In the Eastern Region, it would be the Policy 
and Planning Committee.) In order to avoid confusion with the Medical Edu- 
cation Committee we refer to this proposed Committee as the Committee on 
Clinical Teaching and Research. 

307. It would be the responsibihty of the Committee to make recommend- 
ations to the Regional Board over the whole field of medical education as it 
affects the hospital service, subject to the general advice of the Medical Edu- 
cation Committee to which it would refer any issues of major significance. We 
have it in mind that both the Regional Board and the Board of Management 
would normally leave it to the Committee to recommend priorities with regard 
to claims in respect of facilities for chnical teaching and research. 

308. The question of financial allocations is not easy to resolve. The framing 
of estimates for requirements for clinical teaching and research will always be 
difficult since all developments cannot be foreseen and new needs may emerge 
without warning, even between annual estimates. We do not favour any firm 
allocation of funds as between teaching and non-teaching functions for the 
purposes of revenue or capital expenditure at national or regional level. Neverthe- 
less, we think that Regional Boards in allocating their resources must recognise 
that once a new clinical teaching department is established it is not sufficient 
solely to plan for expenditure in terms of maintenance of the staff, equipment 
and buildings as they exist at the time of commissioning. Furthermore, even in 
existing teaching departments the needs will fluctuate depending on the new 
developments arising. We suggest that the Committee should be asked to 
estimate annually for the prospective needs, and that in this task they should 
enlist the full co-operation of the heads of clinical departments in order to 
achieve as realistic an assessment as possible of prospective requirements. The 
Regional Board will, however, need to retain some reserves for the unexpected 
contingencies. We hope that that Committee, with the assistance of their 
officers, will evolve a system of estimating which will minimise the burden on 
heads of clinical departments yet at the same time enable their reasonable 
demands to be met with much less difficulty than at present. 

(1) During our deliberations wa learned that the Western Regional Hospital Board was establislung a Committee 
for the purpose of co-ordinating the developments of the facilities provided for medic^ educatmn at hospitals in 
the Region. The Committee includes four representatives from the Western Regional Hospital Bo wd, three fr^ 
the University of Glasgow, and one from the Royal College of Physicians and Surgeons of Glasgow. The 
Committee’s terms of reference are “generally to keep under review the facilities provided for undergraduate and 
post-graduate clinical teaching and research at hospitals in the Region, with powers to consult as appropriate, 
always having regard to any advice given by the Medical Education Committee, and to submit recom- 
mendations to the Western Regional Hospital Board”. The Secretariat is being provided by the Regional Board 
and a medical assessor by the University. The Committee is to report annually to the constituent bodies and 
its constitution and work are to be reviewed at the end of two years. 

Other Regional Boards have since been reviewing their arrangements, but these reviews took place too late 
for us to comment upon them. 
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309. In view of the experimental nature of this Committee we would not want 
to make specific recommendations about the delegation of powers to it. In the 
first instance it might be desirable for it simply to recommend on the broader 
issues to the Regional Board, but have certain specific powers delegated to it in 
relation to the administration of existing cUnical and teaching resources. It 
might be possible in the light of experience to work towards greater delegation of 
powers — along the same pattern as exists for other standing committees of 
Regional Boards. 

310. It is fundamental to the success of these arrangements that adequate 
administrative staffing should be provided by the hospital service for both the 
Medical Education Committee and the Committee on Clinical Teaching and 
Research. Administrative support from the University is outwith our terms of 
reference, but at the Regional Board there should be ofiicers with a specific 
responsibility for medical education and in particular for ensuring that all 
matters with implications for medical education are brought before one or 
other of the two Committees. They should also have a responsibility to ensure 
that the views of the Committee are brought fully to the attention of Board 
members and ofiicers when they are making decisions in other fields which may 
affect medical education. 

311. Close co-operation between these officers and their colleagues at the 
University are essential, and good personal relationships can help greatly. We 
commend the arrangements in the Eastern Region whereby senior hospital 
service officers have honorary status as lecturers in the University. We are aware 
that the problem of finding time for joint consultation on medical education 
may be even mote difficult for the University than for the Regional Board. This 
is also outwith our terms of reference and we can do no more than stress the 
importance of effective consultation at this level in order to ensure that the 
Medical Education Committee may fulfil its role. 

312. As specialisation increases, and as new units using highly developed 
techniques become relatively more costly, the number of places in which chnical 
teaching and research on each new method can be carried out must inevitably 
become more limited, because of their large demands in terms of staff and 
equipment. It may, therefore, become necessary to determine the development 
and location of such units on the basis of their serving an area larger than a 
region. Co-ordination would, however, have to be achieved in such a way that 
the initiative of the respective authorities at regional level was not hampered, 
and that mutual agreement among the University and Regional Boards on the 
method of handling such costly developments would be fostered. We recommend 
that the Scottish Home and Health Department should consider this matter 
further in the light of current developments in this field and of the needs for 
the future, in consultation with the Regional Boards, the Universities, the Royal 
Colleges and other interests concerned. If it were decided that some form of 
central Medical Education Committee were needed, no doubt the views given 
in evidence and recorded at paragraph 299 (f) above will be borne in mind. 

313. With reference to paragraph 299 (h), the size of the Western Region gives 
rise to problems in other fields of practice also, and we have already made 
recommendations in Part IV (paragraphs 154 to 157) on the dividing of the region 
into two separate regions, each of which would include one of the two existing 
groups containing a major teaching hospital. 
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VII. General Conclusions and Summary of Recommendations 

General Conclusions 

314. We see as our main conclusion the need for a general reappraisal by 
all boards of the respective functions of members and officers, to ensure that the 
best use is made of the particular talents and skills of each category. This will 
be achieved only if boards concentrate their attention on the wider issues and 
delegate to officers the maximum degree of responsibility, while retaining their 
function of overall direction and control. The committee structure, particularly 
at Boards of Management, is at present in real danger of becoming so complex 
that it hinders rather than helps the management function of both boards and 
officers in carrying out their business efficiently; that is why we are seeking 
simplification. 

315. At the same time we have concluded that there is a need for a general 
manager, or “chief executive” as we have called him. The appointment of such 
a person with the requisite managerial ability should not only facilitate the 
practice of boards and committees, but should also lead to more purposeful 
co-ordination of effort within the organisation by providing a clearer channel 
of management authority. This proposal, coupled with our recommendations 
for a medical advisory service, should lead to management practice more 
consistent with that proved to be successful in other spheres, and should, in our 
view, strengthen rather than weaken the position of the medical experts. 

316. We consider that the stage has now been reached when the service must 
give greater attention to administrative practice and to the practice of manage- 
ment. If it does not, there will be a danger that it may fail to use to best advan- 
tage the increasingly specialised techniques that are being developed, not only in 
the field of medical care but also in the spheres of administration and manage- 
ment. Moreover, with technological innovation and modern procedures, the 
rate of change in management is so rapid that even greater demands will be made 
on the resources and abilities of members and officers, and as a consequence 
more advanced techniques will be required in management training. 

317. Some of our recommendations will entail changes in the structure of 
the service and the disturbance of traditionally accepted practices. We would 
urge the service to show readiness for changes where these are in the ultimate 
interests of the patient and of the service. We have been very conscious of the 
importance of establishing a greater sense of unity between the hospital and the 
group and between the group and region, and our recommendations have been 
framed with this in mind. But there are many other factors outwith the field of 
our review which also influence this, for example the division of the National 
Health Service into three main parts, the diversity of services provided in 
hospitals and of the staff involved, communications within the service and the 
arrangements for management training and inter-change of senior staff between 
units. 

318. It is inevitable in a review of this kind that emphasis should be laid on 
the shortcomings of practice rather than the achievements. To put the criticisms 
into perspective, we could point out that, in terms of organisational life, the 
service is still in its infancy. Despite this, the many unrelated and unco-ordinated 
groups of hospitals that existed before the appointed day have been organised 
into a system which is providing an effective national service. In more recent 
years we have seen the emergence of plaiming for the long-term development 
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of the service. It is against this background, as well as that of any criticisms, that 
the efficiency of administrative practice should be judged. 

319. Lastly, while it would take us beyond our terms of reference to examine 
the statutory provisions relating to the organisation of the service, and in 
particular to administrative practice, we would venture to suggest that in, say, 
four or five years’ time, it might be desirable to review these provisions. By then, 
we surmise that the hospital service will have achieved a substantially greater 
degree of integration within its own resources and that the problem of inte- 
gration between the three main parts of the National Health Service will need 
review, not only in relation to administrative practice but also to the wider 
implications of the efficiency of the Service as a whole. 

320. Summary of Conclusions and Recommendations 

The Implications of Voluntary Membership of Boards for Administrative 
Practice and for Delegation of Responsibilities to Officers 

(1) Since one important factor influencing the supply of voluntary members 
of suitable calibre is the amount of time required for their duties, they should 
not be expected to devote more than 12 hours monthly, excluding time for 
travelling and home reading. Of this not more than two thirds might be spent on 
meetings and one third on hospital visiting, open days, etc. Conveners might 
have to spend an additional four hours in aU. No maxima are suggested for 
Chairmen, but the time required should not be greatly in excess of that required 
from members (Paragraphs 40, 41). 

(2) All hospital boards should carry out a reappraisal of their functions in 
the light of the contribution which the voluntary board member is best able to 
make, and of the analogy which has been drawn from industry for relationships 
with officers. This means that the execution of the board’s policy and the day-to- 
day management of the service must be entrusted to their officers, and that 
matters must be presented to boards in a form which will enable policy to be 
formulated and principles established. The setting of objectives and checking 
on progress are methods through which boards will be able to work towards 
a more orderly review of their activities (Paragraph 57). 

(3) A reappraisal of the delegation of responsibilities to officers should be 
carried out concurrently, with a view to achieving a greater degree of delegation 
at both categories of boards. This could reasonably be expected, having regard 
to the general levels of remuneration now obtaining; and boards should not 
assume that existing officers are unequal to increased responsibilities without 
putting them to the test. In order to achieve increased delegation, it is preferable 
to define the general responsibiUties of boards and committees, and leave all 
other management matters to officers, rather than attempt to define the responsi- 
bilities of officers. The defining of policy and the setting of objectives will help 
towards this end. (Paragraphs 66 to 72). 

(4) Some strengthening of numbers of administrative staff may be necessary 
to secure good practice (Paragraph 73). 

(5) Hospital visiting can make a significant contribution to some of the roles 
of the voluntary board, but there must be a planned visiting policy with specific 
objects in view. The staff should be aware of the different purposes for which 
each visit is being made. (Paragraph 75). 
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(6) While an optimum size for the memhership of hospital boards cannot he 
laid down, from the point of view of administrative practice the maximum 
membership of Boards of Management should be 15 but 12 for boards at groups 
with say 700 beds or less. Not much reduction below the existing membership is 
possible at Regional Boards, but it would be preferable not to have more than 
18 members on the board for the largest region. (Paragraph 80). 

(7) Medical membership is accepted on the basis of the principles set out in 
the Report of the Guillebaud Committee, but medical members must be con- 
stantly on their guard against usurping the functions of the board’s expert 
medical advisers (Paragraphs 81, 82). 

(8) There are no objections in principle to dual membership of the Regional 
Board and a Board of Management, but few members will be able to devote 
the time required (Paragraph 84). 

The Committee Structure and Certain Aspects of Practice 
AT Boards of Management 

(9) In reviewing their committee structure, boards should bear in mind the 
need to keep the time required from members and conveners within the maxima 
recommended above, and to restrict calls upon the time of Chairmen. It is hoped 
that the other recommendations will enable members to spend relatively more 
time on hospital visiting. (Paragraph 102). 

(10) The disadvantages of house committees, with or without powers, out- 
weigh their advantages, and in reviewing the structure, boards should dispense 
with them. Any functions that need to be continued should be reallocated 
between members and ofBcers on the basis of the reappraisal of their respective 
functions. (Paragraphs 115, 116). 

(11) In the absence of positive evidence about the best practice, and in the 
light of such a wide disparity in committee structure for any given size of group, 
it was concluded that, for the larger groups (even those with major teaching 
responsibilities), the size and nature of the board’s management task was such 
that three main standing committees should suffice. A convenient allocation of 
functions would be the three main fields of activity, namely; 

(a) the supervision of medical and allied services and patient care in the 
hospitals, coupled with major staffing questions, requiring the attention of 
the board; 

(b) the financial control of expenditure; 

(c) the supervision of hospital buildings, services and equipment. 

A simpler committee structure than this should suffice for the smaller groups and 
also for the larger mental hospital groups, the allocation of the above functions 
being left to the discretion of the boards concerned. 

Membership for committees with the maximum board membership of 15 
should not exceed 9 or 10 (including ex-officio members). (Paragraphs 117 to 
125). 

(12) Boards should review their committee structure with a view to reducing 
the number of main standing committees to three or less and to ensuring that sub- 
committees are not asked to undertake tasks which could be better performed 
by officers. Ad hoc committees should be disbanded as soon as their particular 
tasks have been completed. (Paragraph 126). 
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(13) There should be the maximum degree of delegation of authority to 
committees, consistent with the overall responsibility of the board. A clear 
definition of the allocation of functions between committees will help towards 
this, as will any definition of the extent of delegation that is found to be practic- 
able. (Paragraph 134). 

(14) The siting of the group office at one of the principal hospitals will help 
to identify the group administration more closely with the hospitals themselves, 
and thus help communications and morale. Some meetings of boards and 
committees should be held at the different hospitals within the group, so that 
members have additional opportunities for visiting and getting to know the 
staff. (Paragraph 136). 

(15) Only one officer within each group should co-ordinate public relations 
and act as a channel of communications with the Press, etc. The importance of 
developing constructive public relations is emphasised, so that publicity is given 
to improvements and developments and not solely to unfortunate mishaps. 
(Paragraphs 141, 142). 

(16) A recognised procedure, known to patients and relatives, should be 
instituted for the handling of complaints and suggestions, and a Working Party 
should be appointed by the Secretary of State to devise such a procedure. Boards 
should make use of reasonable complaints as an aid to efficient management 
and should therefore obtain regular reports, both to ensure that individual 
complaints are being handled effectively and to ascertain in what respects the 
services provided are not meeting the needs of the patients collectively. Sug- 
gestions from the intelligent, observant patient can also be used to advantage. 
(Paragraphs 146, 147). 

The Committee Structure and Certain Aspects of Practice 
AT Regional Hospital Boards 

(17) The administrative practice of the Western Regional Hospital Board 
is adversely affected by the extent of the responsibilities falling upon it, and in 
view of the increasing burden, this region should be divided into two regions 
of broadly equal size, each including one of the two groups containing a major 
teaching hospital. (Paragraphs 156, 157). 

(18) While experience indicates that the existing functions of a Regional 
Board can be carried out by three to five committees, it is not considered possible 
to make firm recommendations about the nature and number of standing 
committees. Boards should, however, review their arrangements in the light of 
the recommendations on the reappraisal of members’ functions, and endeavour 
to keep the number of committees within what experience has shown to be 
practicable. (Paragraph 172). 

(19) Boards should review carefully the functions remitted to sub-committees 
and ad hoc committees in the light of the comments on the contribution of the 
voluntary member. (Paragraph 174). 

(20) The work of the Joint Planning Committees (which have proved their 
usefulness) and their relationships with officers should in due course be the 
subject of a separate study. (Paragraph 175). 

(21) Membership for standing committees should be kept within the limits 
recommended for the larger committees at Boards of Management i.e. 10, except 
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in the major planning or policy committees, where two or three more members 
might be needed. (Paragraph 180). 

(22) In reviewing their practice, it is suggested that boards should keep 
within the hmits recommended in paragraphs 40 and 41 for time spent by 
members and increase relatively the time spent on “purposeful” visiting, 
related to the objectives which the Regional Board has in mind. (Paragraph 183). 

(23) A considerable degree of delegation of powers to committees, as 
already practised, is favoured, but at the larger boards, where committees differ 
materially in constitution from the whole board, the latter should retain the 
broad overall planning and management functions referred to in Part II. (Para- 
graph 186). 

(24) There is scope for a more positive approach to public relations. One 
officer should be given responsibility for public relations and should act as a 
channel for communication with the Press, etc. Where a public relations officer 
has not been appointed, boards should consider now whether the work justifies 
one. If it does not, an existing officer should be designated to carry out this 
function and given sufficient time for it. (Paragraphs 189 to 192). 

Certain General Aspects of Administrative Practice 

(25) A post of chief executive should be established at each category of 
board. This could be filled by either a lay or medically qualified person, the 
determining factor in his selection being his ability and experience as a manager 
not his professional qualifications. (Paragraph 212). 

(26) Advice to boards and committees, and to the chief executive, on medical 
matters should be provided through a nation-wide medical advisory service, 
thus retaining the Scottish tradition of full-time, medically qualified persons 
concerned with problems of medical administration but using them in a different 
role. (Paragraph 213). 

(27) Arrangements for the selection, training (which is at present under 
review by a Working Party) and planned movement of medical staff should be 
reviewed by the Scottish Home and Health Department in consultation with 
hospital authorities, in order to establish a service which will attract young 
medical men interested in medical administration and will give them greater 
opportunity to exercise their particular talents. The disposition of these skilled 
staff resources will have to be made on a wider basis than hitherto and some 
surrender of autonomy in the selection of individuals by boards will be necessary. 
(Paragraphs 214 to 218). 

(28) It has been suggested to the Salmon Committee that it would be pre- 
ferable to have one source of nursing advice within the group to which the board 
and its chief officers can turn. The senior nursing advisers should stand in a 
similar relationship to the chief executive as do the advisers on medical matters. 
(Paragraphs 219, 220). 

(29) The financial and accounting functions at group level do not seem to 
require a separate chief officer with accountancy qualifications. Even at the 
largest groups, where sheer volume of work might prevent the chief executive 
from combining such duties fully with his other functions, it would seem pre- 
ferable that he should retain overall responsibility and be assisted by another 
deputy with special responsibilities for these duties, or by a senior accountant 
with a responsibility allowance. (Paragraphs 221 to 224). 
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(30) The same pattern of chief executives supported by medical advisers 
would apply both in mental hospital groups and in groups containing mental 
and non-mental hospitals. The relationships between the medical advisers 
within the one “mixed” group would require to be worked out as part of the 
development of the medical advisory service. (Paragraph 226). 

(31) The proposed post of chief executive at the Regional Board would call 
for new relationships with the regional adviser on medical administration, with 
the Treasurer, and with the other chief oiiicers. (Paragraphs 227 to 230). 

(32) The transition to a system of chief executives with a medical advisory 
service would require careful planning and would take time. The Scottish Home 
and Health Department should, in consultation with Regional Boards, determine 
the best method of achieving the change within a reasonable period. (Para- 
graphs 231, 232). 

(33) It is not possible to lay down rules about the sources from which a.dvice 
on medical matters should be sought, nor should such sources be restricted. 
Equally the extent of consultation with staff interests will vary according to the 
circumstances, but this is a sphere in which good communications and mutual 
understanding will yield the greatest dividends. Boards could examine their 
arrangements during their periodical reviews of administrative practice. (Para- 
graphs 244, 245). 

(34) Medical advisers would be responsible as hitherto for initiating con- 
sultations or seeking advice on medical matters and would attend board and 
committee meetings as necessary. The chief regional medical adviser would 
continue to be the main channel for discussion and negotiation with the con- 
sultants’ representatives, but on occasions the chief executive might also attend 
such discussions as the board’s chief officer. (Paragraph 248). 

(35) The chief executive should have the prime responsibility for ensuring 
effective co-ordination of the work of the board and committees, and within 
the internal organisation. Greater use should be made of meetings of senior 
officers to review progress, to prepare for or take action after meetings, and there 
should be specific consideration of the presentation of matters to boards in the 
light of the recommendations about the setting of objectives. (Paragraph 251). 

(36) Administrative practice should be reviewed regularly so that, over a 
period of several years, all aspects of practice will have been reviewed. The 
Department should initiate research into the more general aspects of practice 
and co-ordinate research undertaken by boards. (Paragraph 253). 

(37) A concerted effort is needed to build up the kind of information on which 
officers can base sound advice and on which boards can reach decisions in the 
ways recommended. The Scottish Home and Health Department, with Regional 
Hospital Boards, should institute arrangements for collective study into the 
establishment of performance standards. (Paragraphs 255, 256). 

(38) The Scottish Hospital Administrative Staffs Committee should be asked 
to review arrangements for management training in the light of the recom- 
mendations in this report. Senior officers should give new members every 
assistance towards an understanding of members’ functions, as distinct from 
those of officers. (Paragraphs 258, 259). 

(39) Regional Boards should now review generally their relationships with 
Boards of Management and consider in what ways they could give the latter a 
greater measure of authority. (Paragraph 265). 
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(40) Effective communications between Regional Boards and Boards of 
Management are essential to the achieving of objectives, and recommendations 
are made for improvement in formal communications (reasoned statements in 
letters of the considerations leading up to decisions), in informal communi- 
cation between officers and in communications at the level of members. (Para- 
graphs 267 to 271). 

(41) Relations and communications between Regional Boards and the 
Scottish Home and Health Department are good and call for no major change 
in existing arrangements. (Paragraph 274). 

(42) The grouping in the two larger regions should be reviewed, with a view 
to reducing, over a period, the number of groups to 10 or 11 in the South- 
Eastern Region and to 20 to 25 in the Western Region (thus producing two 
regions of 12 or 13 groups at most if the recommendation for dividing the region 
is accepted). It might be practicable to reduce the number of groups to eight 
in the Northern and North-Eastern Regions respectively. (Paragraph 277, 278). 

(43) There are three spheres in which the main divisions of the National 
Health Service (hospital boards, executive councils and local health authorities) 
may need to come together to co-ordinate services, namely professional workers 
in the field, the officers of the various authorities, and the members of the 
authorities. The majority of the day-to-day problems, and some of the planning 
problems, should be settled in the first two spheres, where there must also be 
careful preparation for the planning of major changes before they are put to 
the various authorities independently, or first through any advisory co-ordin- 
ating committee of member representatives. For such changes a professional 
working party, constituted for a specific purpose, is the method most likely to 
achieve success ; standing advisory committees consisting of member represent- 
atives are unlikely to influence co-operation because they are unsuited to the 
study of technical problems. Overlapping of membership between the different 
authorities can assist towards mutual understanding. Since, in joint discussions, 
the general practitioners are the weakest link in that they do not have the 
backing of an administrative team in the same way as the other branches of the 
service, the other branches must take special pains to ensure full and fruitful 
consultation with them. Effective co-ordination depends largely on full co- 
operation between the officers of each branch of the service. (Paragraphs 286 
to 291). 



Relations between the Hospital Service and the Universities 

(44) The Medical Education Committee should be retained, as at present 
constituted, but it should be reco^ised as being advisory only, and should be 
called only when specific major issues require it to meet. The parent bodies 
should provide adequate information about their general intentions and available 
resources. (Paragraphs 304, 305). 

(45) A Committee on Clinical Teaching and Research should be estabhshed 
as an integral part of the standing committee structure at the Regional Board. 
This should include members from the committee of the board that deals with 
hospital services and staffing, members from the University, members from the 
one, or perhaps two. Boards of Management with the major teaching hospitals 
in the region, and members from the Royal Colleges on their nomination. On 
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specific occasions members may need to be co-opted from other Boards of 
Management concerned with clinical teaching. 

The Committee would make recommendations to the Regional Board over 
the whole field of medical education, as it affects the hospital service, subject 
to the general advice of the Medical Education Committee, to which it would 
refer any issues of major significance. (Paragraphs 306, 307). 

(46) This Committee, with the assistance of officers, should be able to devise 
a system of annual financial estimates for prospective needs and should enlist 
the full co-operation of the heads of chnical departments, in order to achieve as 
reahstic an assessment as possible. (Paragraph 308). 

(47) Delegation of powers to this Committee should be limited in the first 
instance, but could be developed in the light of experience. (Paragraph 309). 

(48) It is fundamental to the successful working of both the Medical Education 
Committee and the Committee on Clinical Teaching and Research that adequate 
support should be provided at officer level. Close co-operation between board 
officers and their University colleagues can help greatly towards good practice. 
(Paragraphs 310, 311). 

(49) The development of certain highly specialised and costly units may have 
to be based on areas wider than a region and arrangements for clinical teaching 
and research may have to follow suit. The Department should therefore, in 
consultation with the Regional Boards, the Universities, the Royal Colleges and 
other interests concerned, consider this further and bear in mind the suggestions 
made in evidence for acentral medical education committee. (Paragraph 312). 

(50) The problem of securing adequate consideration of matters of medical 
education in the Western Region was one of the factors leading to the recom- 
mendations for dividing the region into two regions, each of which would 
include one of the two existing groups containing a major teaching hospital. 
(Paragraph 313). 

(Sgd) W. M. Farquharson-Lang 
Chairman, on behalf of the Committee 

August, 1965 
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Appendix I 



The following persons and organisations gave evidence to the Committee. The asterisk 
against some entries indicates that oral evidence was also submitted. A dagger indicates that 
oral evidence only was submitted. In the case of hospital boards, normally Chairmen gave oral 
evidence. The Association of Scottish Hospital Boards of Management assisted in the arranging 
of oral evidence from Board of Management Chairmen. 

HOSPITAL BOARDS 



Regional Boards 

Northern* Eastern* Western* 
North-Eastern* South-Eastern* 

Boards of Management 
Northern Region 
Craig Dunain Hospitals* 

I.ews and Harris Hospitals* 

Caithness Hospitals 

North-Eastern Region 
Aberdeen General Hospitals 
Aberdeen Special Hospitals 
Royal Cornhill and Associated Hospitals* 
West Aberdeenshire Hospitals 
ICincardine Hospitals 
Lower Banffshire Hospitals 
Moray Hospitals* 

Shetland Hospitals 
Orkney Hospitals 

Eastern Region 
Dundee Northern Hospitals 
Dundee General Hospitals* 

Dundee Dental Hospital 

County and City of Perth General Hospitals 

County of Angus General Hospitals 

South-Eastern Region 
Royal Infirmary of Edinburgh and Associ- 
ated Hospitals* 

Edinburgh Northern Hospitals* 

Edinburgh Central Hospitals 
Edinburgh Southern Hospitals* 

Edinburgh Royal Victoria and Associated 
Hospitals 

The Royal Edinburgh Hospital* 

West Fife Hospitals 

East Fife Hospitals 

Stratheden and Associated Hospitals 

Gogarburn Hospital 

East Lothian Hospitals 

Scottish Borders Hospitals 

Dingleton Hospital 

West Lothian (Bangour) Hospitals 



Western Region 
Glasgow Western Hospital* 

Yorkhill Children’s and Maternity Hospitals 
Glasgow Royal Infirmary and Associated 
Hospitals* 

Glasgow Maternity and Women’s Hospitals 

Glasgow Northern Hospitals 

Glasgow Homoeopathic Hospitals 

Glasgow Dental Hospital and School 

Glasgow Victoria Hospitals 

Glasgow South-Western Hospitals 

Gartnavel Royal Hospital 

Glasgow North-Eastern Mental Hospitals 

Hawkhead Mental Hospital 

Lennox Castle and Associated Hospitals* 

Campbeltown and District Hospitals 

Dunoon Hospitals 

Oban and District Hospitals 

Lochgilphead Hospitals 

Isle of Arran Hospitals 

Bute and Cumbrae Hospitals 

Northern Ayrshire Hospitals* 

Southern Ayrshire Hospitals 
Ayrshire Mental Hospitals 
Dumfries and Galloway Hospitals* 
Crichton Royal Mental Hospital 
Dunbartonshire Hospitals 
Coatbridge Airdrie and District Hospitals 
Southern Lanarkshire Hospitals 
Lanarkshire Mental Hospitals 
Paisley and District Hospitals 
Greenock and District Hospitals 
Renfrewshire Mental Hospitals 
Stirling and Clackmannan Hospitals 
Falkirk and District Hospitals 
Kirkintilloch and Kilsyth Hospitals 
Bellsdyke Mental Hospital 
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EVIDENCE WAS ALSO RECEIVED FROM: 



The Association of County Councils in Scotland 
The Association of Scottish Hospital Matrons* 

The British Medical Association (Scottish Division)* 

The Convention of Royal Burghs 

The Institute of Hospital Administrators (Scottish Division)* 

The Joint Consultants Committee (Scotland) 

The Royal Medico-Psychological Association (Scottish Division)* 

The Scottish Association of Medical Administrators* 

The Scottish Association of Executive Councils 

The Scottish Board, Royal College of Nursing and National Council of Nurses of the 
United Kingdom* 

The Universities — Edinburgh* 

Glasgow* 

St. Andrewst 
Aberdeenf 

Senior Administrative Medical Officers, Secretaries and Treasurers of Regional Hospital 
Boards (Mainly oral evidence) 

Dr J. H. F. Brotherston, Chief Medical Officer, Scottish Home and Health Departmentt 
Professor T. E. Chester, Manchester Universityf 

Sir Kenneth Cowan, formerly Chief Medical Officer, Scottish Home and Health Depart- 
mentt 

Mr N. W. Graham, C.B., Under Secretary, Scottish Home and Health Departmentt 
Mr R. Moore, Secretary, Scottish Staff Advisory Committeet 

The Committee also had the benefit of studies carried out by : 

Mr R. M. McKenzie (a member of the Committee), Edinburgh University 
Mr W. J. A. Scott, Scottish Home and Health Department. 

Note : — The Chairman and Secretary of the Committee visited the Northern Ireland Hospitals 
Authority. The Committee wish to record their gratitude for assistance received from 
the Chairman, Vice-Chairman and senior officers of the Authority. 
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Appendix II 



Table I. Size Distribution of all Boards of Management by Region 
A. On the basis of available bed compliments per^Board. 



Region 


Numbers of Boards with : 


Total 


0-100 

Beds 


101-250 

Beds 


251-500 

Beds 


501- 

1,000 

Beds 


1,001- 

1,500 

Beds 


1,501 + 
Beds 


Northern 


6 


3 


- 


2 


- 


- 


11 


North-Eastern 


2 


5 


2 


1 


1 


1 


12 


Eastern 


It 


- 


— 


2 


3 


1 


7t 


South-Eastern 


- 


- 


3 


7 


3 


2 


15 


Western 


5t 


3 


2 ' 


10 


11 


6 


37 


Scotland 


14* 


11 


7 


22 


18 


10 


82* 



t Includes one Board for dental hospital with no beds. 

* Includes two Boards for dental hospitals with no beds. 



B. On the basis of the numbers of hospitals per Board 



Region 


1—5 

Hospitals 


6—10 

Hospitals 


11—15 

Hospitals 


16—20 

Hospitals 


Northern 


11 








North-Eastern 


8 


4 






Eastern 


4t 


2 


1 




South-Eastern 


9 


5 




1 


Western 


24t 


11 


2 




Scotland 


58* 


21 


2 


1 



I Includes dental hospital with no beds. 
Includes two dental hospitals with no beds. 



Table 2. Population and Number of all Boards of Management, 
Hospitals, Clinics and Beds by Region 



Region 


Population 
at 30.6.63 


Boards of 
Management 


Hospitals 


Climes 


Bed 

Complements 


Northern 


189,300 


11 


27 


1 


2,483 


North-Eastern 


478,900 


12 


55 


1 


5,990 


Eastern 


411,000 


7 


39 


7 


6,811 


South-Eastern 


1,164,100 


15 


82 


17 


13,213 


Western 


2,961,200 


37 


177 


69 


36,584 
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Appendix III 



Summary of Certain Information obtained during Research 
Studies into Delegation of Authority 

Introductory : Terms of Reference 

1 . In view of the absence of positive evidence showing how decisions are taken within the 
board and committee structure and what matters are delegated to officers to determiiie (as 
indicated in paragraph 65 of the report), certain research studies were commissioned in an 
effort to obtain more precise information. The purpose of the studies was to investigate the 
allocation of responsibilities in administrative practice as between boards, committees and 
chief officers; and to examine the possibility of measuring the effectiveness of practice. 

The Scope of the Studies and Methods Used 

2. Eight Boards of Management in four regions, widely varying in size, type and character 
of group were selected. A study was also carried out at one Regional Board to assess the effect 
of its practice on that of a Board of Management in the same region, and practice at that Board 
of Management was examined in greater depth. All boards and officers co-operated whole- 
heartedly in the studies. 

3. Four methods of measurement were used: 

(a) An analysis of the handling of business at board and committee meetings in order 
to assess the type and frequency of the contributions made by members and officers 
under a number of headings, e.g., posing the problem, giving opinions, confirming or 
agreeing, summarising, repeating irrelevancies, etc. (This involved some measure of 
subjective judgement, but checks on the assessment of observers showed a marked 
degree of uniformity in assessment.) 

(b) An assessment of the amount of time required from members, related to a theo- 
retical base of the minimum number of Board and Finance Committee meetings 
required to fulfil statutory obligations. 

(c) An analysis of the work of a Group Secretary and Treasurer, based on a day 
selected at random and classified by the individuals concerned under fairly broad, 
well-defined management headings. 

(d) An examination of the way in which an identifiable, easily understood proposal 
was handled at formal meetings, and through correspondence by senior officers, 
relating the monetary value of the decision to the time in discussion, etc., and corres- 
pondence required. 

The exercise was limited by the staff and time available and occupied one senior officer and 
assistant for about thirteen weeks, spread over a period of nine months. 

Conclusions 

4. It did not prove possible to reach any positive conclusions about the decision-making 
powers exercised by boards, committees and their chief officer. The studies did, however, pro- 
vide useful information about the ways in which members and chief officers spend their time. 
They also confirmed that much of the time of boards and committees was taken up with matters 
of minor importance and they strengthened the evidence received from other sources, on which 
certain of the Committee’s conclusions are based. A summary of the main points is given below, 
but this is not comprehensive since some of the material has been incorporated in the body of 
the report. 

Summary 

5. (i) Apart from meetings of the Board and Finance Committee at groups, standing 

committees spend a considerable proportion of their time “recommending” or 
“noting” as distinct from taking decisions authorising action. Consequently the 
meetings tend primarily to be a means of disseminating information. Transaction of 
business at meetings follows a uniform pattern at most groups, despite wide 
differences in their characteristics and in the personalities of members and officers. 
Agenda are drawn up by officers, sometimes after consultation with Chairmen or 
conveners, but there is no evidence that members take any real initiative in putting 
forward items for discussion. 

(ii) The internal administration of the group appears to be good or bad regardless of 
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the committee structure or the administrative practice of board and committees. 
The diffuse nature of the organisation within the service makes it diflBcuIt for the 
more junior administrative staff to know from whom they should seek guidance or 
authority on problems arising at particular hospitals. 

(iii) There is little evidence that problems are properly defined or that alternative 
solutions are presented in a meaningful way to members. When decisions have been 
reached at the higher levels, their communication to the interests concerned within 
the service frequently fails because the channels of communication are so ill- 
defined. Without effective channels, higher management cannot ensure that their 
decisions are not only understood but also accepted and carried out. 

(iv) Hospital visiting is sometimes restricted, mainly through lack of time, to a limited 
proportion of members who may serve on relatively few committees. This inevitably 
reduces the extent to which a board has a direct knowledge of what goes on within 
the hospitals and means that it has little personal contact with the staflF. This 
coupled with poor communications has an adverse effect on morale, with the 
result that, in the eyes of many of the staff, a Board of Management is merely the 
body that pays their wages. 

(v) There appears to be some misunderstanding about the use of management efficiency 
techniques. They are sometimes regarded as a substitute for good management 
rather than as a means through which more successful decision-making can be 
achieved. 

General 

6. There is clearly much scope for further research within the terms of reference, and, 
given time, it should be possible to produce more positive results and to evolve more efficient 
alternatives to certain aspects of current practice. 
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Appendix IV 

The Committee Structure of 51 Boards of Management 

Table 1. Number of committees and range of membership by size and type of hospital group. 



Size of 
Group 


Type of Group 


With Major Teaching 
Responsibilities 


General 


Mental 


(by Number 
of beds) 


No. of 
Committees 


No. of 
Members 


No. of 
Committees 


No. of 
Members 


No. of 
Committees 


No. of 
Members 


1,500 beds 
and over 


4 — 7 
(8 —12) 


8 —12 
or 15/16 






2 — 4 
(4 - 6) 


4 — 9 


1,000-1,499 

beds 


3 — 7 
(4 - 9) 


6 —14 


2, 3 or 5 
(2 or 5) 


10 or 20 


1 — 6 
(2 - 8) 


12, 15 
(Same as 
Board), 
or 7 


500-999 

beds 


3 — 4 
(4 — 7) 


8 —12 


2 — 7 
(4 -11) 


3 —11 


2 — 3 
(2 — 3) 


14 (Same 
as Board), 
or 3 — 9 


0-499 

beds 


5 

(8) 


9 (but 
Medical 
Committee 
larger) 


1 — 5 
(1 - 9) 


Same as 
Board 
(13-16) 
or 

4 — 8 


6 

(6) 


4 — 6 
(one at 9) 



Notes 1. Figures are for “ilmctional” committees only, i.e. excluding house or visiting committees and o</ /toe and 
joint committees. Figures in brackets include “fhnctlonar’ and house or visiting committees but exclude 
ad hoc and joint committees. 

2. While groups are classified by numbers of beds, the numbers of committees and members were examined 
also by numbers of hospital and clinics per group. This does not produce any distinctive pattern either. 

3. The classification “with major teaching responsibilities” includes all the boards listed in A.C. Circular No. 
89, dated 30th September, 1960 as Boards of Management with teaching responsibilities. 



Table 2. Groups by number of ‘‘functional” committees (i.e. excluding house or visiting 
committees and ad hoc committee). 



No. of “Functional” 
Committees 


Type of Group 


With Major Teaching Responsibilities 


General 


Mental 


All Types 


7 


2(2) 


1 (1) 


_ 


3 (3) 


6 


1 0) 




2(1) 


3 (2) 


5 


3(2) 


7(3) 


2(2) 


12 (7) 


4 


4(3) 


4(2) 


2(2) 


10 (7) 


3 


2(2) 


3(1) 


4(1) 


9(4) 


2 


- 


5(3) 


3(1) 


8(4) 


1 


— 


5(1) 


1 (-) 


6(1) 


None 


_ 









Note: The number of groups which have also house or visiting committees are shown in brackets . 
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Table 3. Groups by numbers of “functional” and house committees (excluding ad hoc 

committees). 



No. of functional 
and house 
committees 




Type of Group 


With teaching 
responsibilities 


General 


Mental 


All Types 


12 


1 (A) 




_ 


1 (A) 


11 

10 


~ 


1(0 


~ 


1 (O 


9 


2 (A, B) 


1(D) 




3 (A, B, D) 


8 


3 (A, B, D) 


1(0 


- 


4 (A, B, C, D) 


7 


1 


2 (C, D) 


- 


3 (2C. D) 


6 


2 (A, B) 


- 


4 (A, 2B, D) 


6 (2A, 3B, D) 




1 (B; 


7 (3B, 2C, 2D) 


3(3A) 


11 (3A,4B,2C,'2D) 




2 (B, C) 


3 (2Q ID) 


1(A) 


6 (A, B, 3C. D) 




- 


2(B, D) 


3(30 


5 (B, 3C, D) 




“ 


4 (3D, B) 


2 (2C) 


6 (B, 2C, 3D) 


None 


- 


4 (4D) 


1(B) 


5 (B, 4D) 



Notes: (a) The letters in brackets show the size of group in terms of beds as follows-— 



B — l', 000-1.499 beds 
C — 500-999 beds 

_ D — 0-499 beds 

2A appears this means two groups with 1,500 beds and over. 

(b) This table excludes committees returned by Boards under the title of “visiting committees”, 
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Appendix V 

Tables Relating to Regional Hospital Boards 

Table 1. Number of Members on each Committee 



^Numbers oj Committees are shown in brackets) 





Northern 


North- 

Eastern 


Eastern 


South- 

Eastern 


Western 


Board 


15 


15 


15 




18 


24 


Standing 

Committees 


12(4) 


13,8(3), 6 
(total 5) 


12(3) 

(plus three 
remaining 
Board mem- 
bers ex-o^cio 




' Before Review 
16,9,8(2) and 
6 

(total 5) 
After Review 
13,11,10(2) 
8,7,6 

( (total?) 


16, 8(2), 7, 6 
(total 5) 


Standing 

Sub-Commit- 

tee 


2 to 7 
(13) 


5 to 10 
(4) 


Not stated 
(11) 


3 to 5 
(5 before 4, 
after review) 


8 or 5 
(3) 


Ad hoc 
Committees 


3 to 5 
(11) 


Not stated 
(5) 


Not stated 
(9) 


Not stated 
(16) 


2 to 5 

(in so far as 
stated) (17) 



Table 2. Frequency of Meetings 



Region 


Northern 


North- 

Eastern 


Eastern 


South- 

Eastern 


Western 


Board 


Every second 
month. 


Monthly 


Monthly 


Every second 
month. 


Every second 
month. 


Standing 

Committees 


Every second 
month (but 
Property & 
Works & 
Medical 
Monthly) 


Monthly 

(but 

Property «& 
Works twice 
monthly. 
General 
Purposes 
twice every 
three months) 


Monthly 


Monthly 


Monthly (but 

Hospital 

Staffing 

twice 

monthly) 


St£mding 

Sub-Com- 

mittees 


Irregularly 
as required 
(but Estab- 
Ushment 
monthly) 


Not stated 


Not stated 


Quarterly 
(except 
Civil Defence 
-■ as required) 


Monthly 



Note : It is not possible to state frequency for ad hoe committees as it varies widely. 
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Table 3. Ayarage Time Spent Monthly by (a) Members, 0>) Conveners, on ttieir Duties 
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